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INVESTIGATIONS DURING AN OUTBREAK OF 
BULLOUS IMPETIGO NEONATORUM 


T. H. C. BENIANS, F.R.C.S. 
Pathologist to the North Middlesex County Hospital and the Prince of Wales's General Hospital 


WITH THE TECHNICAL ASSISTANCE OF 
J. WEBSTER and A. G. NEWMAN 


Outbreaks of impetigo neonatorum apparently due to 
staphylococcal infection were undoubtedly much more 
frequent than usual during the autumn and winter of 
1941, more especially in maternity hospitals and homes. 
It is possible that staphylococcal infections in general were 
increased, as is shown in the following comparative figures 
of in-patients operated on in a large general hospital in 
London. 
Oct., 1940, to March, 1941 Oct., 1941, to March, 1942 


The outbreak affected three maternity wards, and the main 
inquiry covers the four months Nov., 1941, to Feb., 1942. The 
three wards are on different floors of the same block, each 
with its own nursery, labour ward, accommodation, and staff 
complete. The nursing staff mix in a general way when off 
duty, and more closely at lectures twice weekly. Cases affected 
during this period number 162, though this figure includes 
many very mild cases. There were no deaths. 


Course of the Epidemic 
For many years there have been occasional cases of 
staphylococcal conjunctivitis in the maternity wards and rarer 
isolated cases of mild impetigo. In October cases of impetigo 
increased, and in November there was an acute outbreak. The 
case rate was highest during November and December, and 
the severity of the condition at this time was marked clinically 


by many cases showing large areas of small bullae which rapidly 


suppurated and which were associated with a papulo-pustular 
rash. Occasional cases of conjunctivitis continued to occur, but 
they showed no obvious increase of severity. After December 
the case rate fell, with occasional increases, and the type became 
as a rule much milder, consisting of a scattered papulo-pustular 
rash, often of only a few red spots, though a few bullous cases 
stil occurred. 

During the following 12 months the record of infections was 
continued, and it was found that after the disappearance of the 
bullous cases the mild papular type of infection continued to 
occur in considerable numbers, ranging from 5 to 15% of all 
infants ; the condition might in fact be described as endemic. 


‘In the records of the epidemic period no attempt had been 


made to differentiate between the papular and the bullous 
infection, all being sent to the septic ward as cases of impetigo 
of varying degrees of severity, although previous to this time 
mild impetigos and conjunctivitis cases had not been segregated. 
In the light of these later observations it seems possible that 
the bullous type was an entirely new epidemic infection super- 
imposed on the endemic condition. 


Particulars of the Outbreak 
Clinical Appearances.—The general health did not seem to 
be affected in the least. In both severe and mild types the 
rash appeared suddenly, though in a few cases a preliminary 
erythema had been reported ; then red papules, and clear blisters 
which rapidly became opaque and suppurated. In severer cases 


the bullae were close-packed. Sometimes strikingly bilateral 
groups on the cheeks, neck, or inner sides of the thighs were 
seen. The bullous lesions were very superficial ; they dried up, 
exfoliated, and left a smooth epithelial surface. No scarring 
resulted. Almost the whole of the rash “came out” at once, 
and there was very seldom any continuation of the process after 
the first two or three days, though during that time spots 
might continue to come out under the gentian violet paint. 
Recurrence while the baby remained in the “ septic” nursery 
was not seen, though an exception to this will be referred to 
later. In the case of the bullae the actual site of infection 
was not clear, but the papular type of rash appeared to be 
a follicular infection ; only one case was seen in which the 
palmar surface of the hands was affected. There were no 
deaths and no opportunity for a biopsy. At the height of the 
epidemic the bulk of the lesions were of bullous type ; as the 
case rate fell the lesions became almost entirely papular and 
much more sparse, many cases having only an occasional 
papule. 

Site of Lesions.—An analysis of 40 cases showed the favourite 
sites of the lesions to be: face and neck, 14 ; conjunctivae, 8 ; 
abdomen, 5; scalp, 4; thighs (inner sides), 4. Chest and back 
were rarely affected, and eyelids, nose, ears, feet, and hands 
not at all. Several cases affecting the eyelids (blepharitis), one 
in the temporal region, one on the palmar surface of the 
hands, and several on the margins of the axilla have since been 
noted. In spite of the fact that practically all of these infants 
were carriers of Staph. aureus in the nares, no instance of real 
infection of this area or the adjacent upper lip was seen. 

The incubation period, or rather the average age at onset, 
was 9 days (estimated from a series of 30 cases). The oldest 
patient was 22 days, and the youngest in which a real infection 
was seen was 2 days. Many cases, of course, were discharged 
about the 10th to 14th day, and may have developed a rash 
later, though inquiries in the casualty department did not 
suggest this. 

Infection by Direct Contact. —Skin infection of the mothers 
either before or after onset in the baby was not noted, at any 
rate not with a similar type of lesion. There was one exception. 
The mother of an infected child had a breast abscess (sub- 
sequently bilateral). Within a day or two after incision a sharp 
belt of small superficial purulent bullae appeared below the 
breast from the axillary fold to the midline. The condition did 
not suggest herpes, and it cleared up quickly. The other breast 
was subsequently opened and drained, but, except for a single 
spot, the rash did not recur. A vertical band of skin below 
the breast had been painted prophylactically with gentian violet : 
the spot occurred in the middle of this. Of the nursing staff 
who handled the infected babies one sister early in the epidemic 
developed a perionychia. She left hospital before it was opened. 
It was presumably a staphylococcal infection, though not neces- 


‘sarily derived from her charges. Contact infection of nurses 


in the maternity or septic nursery was not observed. Among 
infants the direct infection of a healthy child from an infected 
one would appear to be an unusual event even given the most 
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favourable circumstances, The infected infants were isolated 
in a “septic” nursery, and their mothers were removed to the 
adjacent ward. Into this ward were also taken mothers who 
themselves had infective lesions, such as mammary abscess, and 
when this happened their infants, though quite healthy, went 
into the septic nursery. In five instances during the epidemic 
healthy infants were kept in this nursery mostly for several 
weeks. None of these infants developed an impetigo, although 
one of them had a single papule which rapidly cleared up. 
The nurses did not wash between cases, and each infant took 
its turn for changing with the rest on the same ward table. 
The infective agent must have been easily available, and we 
can only suppose that its infectivity was not high or that the 
appropriate susceptibility was not present in these five cases. 
In one instance pus containing an abundance of staphylococci 
was taken from a fresh lesion of the trunk and painted on an 
area of clean skin two inches below the infected patch; no 
infection resulted. 

The Infective Agent.—In the early severe bullous types of 
.infection a streptococcus was suspected, but this organism was 
not found in careful culture on specific media. Diplococci were 
present scantily in films from the clear fluid of the early bullae : 
later, frank pus and staphylococci were seen. In cultures, 
whether from infected eyes, bullae, or pustules, the only 
organism obtained was the Staph. aureus, and we have assumed 
this to be the infective agent. (In a few of the later mild 
papular cases a white staphylococcus was grown.) An organism 
with the morphological and cultural characters of Staph. aureus 
can be obtained from many sources, and though many harmless 
varieties or strains may be presumed to exist there is at present 
no certain way of identifying a pathogenic strain apart from 
isolating it from a lesion. 

Virulence and Infectivity——It is a well-established fact in 
both experimental and epidemiological research that «n 
organism passed from case to case increases for a time in 
pathogenicity and in infectivity corresponding with an increase 
in the case rate and the severity of the disease. An epidemic 
fades out in part by a loss of these characters in the infective 
agent, partly by a development of immunity in the population 
(many of whom may become carriers), and partly for lack of 
suitable material to infect. In this epidemic or outbreak the 
case rate and virulence (judged by appearances, for there was 
no mortality) were certainly high at the same time and declined 
together. We know that the epidemic did not abate for lack 
of suitable pabulum, since this was renewed daily in the form 
of newborn babies. We might attribute an increased case rate 
alone to some sudden access of infected fomites such as 
insanitary laundering, but where the severity rises and then 
falls with the case rate on a constant basis of infectable popula- 
tion we must assume some change in the attributes of the 
infecting organism, probably by passage. This does not neces- 
sarily mean that the infants were infected directly from each 
other—there is, as already shown, little evidence in support of 
such a direct transfer. Although the simple carrying. of an 
organism on a moist mucous membrane is not likely to exalt 
its virulence, it is possible that this change was taking place 
as a result of actual infection, probably in the nares of a 
carrier or carriers. Since three separate wards were affected 
at once we should have to assume at least one basic source of 
infection and a number of other persons carrying the viruleat 
organism. 

Another explanation of the apparent exaltation of virulence, 
as pointed out earlier here, is that an entirely new infection was 
superimposed and led to the bullous lesions. In favour of this 
view is the fact that the bullous cases seemed to occur quite 
suddenly, although they faded out more slowly and with a 
decreasing severity. 

An attempt was made during the epidemic to differentiate 
between the infecting agent of the bullous and the papular types, 
but by such means as we used no characteristic difference was 
found. Serological typing was not available. 


Where the Organism is Harboured 


Nasal Carriers——In the anterior inch of the nares where the 
skin is squamous, moist, and slightly alkaline, a carrier condition 
is apt to develop. In our series, judging from a few cases in 
which additional cultures were taken from inside the nasal 


passages with a speculum, the organisms were limited to the 
anterior part. Carriers of Staph. aureus in this position were 
common among the doctors and maternity nurses ; as many as 
85% of the latter were carriers at one time. The carrier rate 
among the nursing staff was followed at approximately fort- 
nightly intervals for some 6 months. It was a somewhat 
uncertain procedure, depending on the development of a golden 
colour in the colonies after 24 hours in the incubator and a 
further 24 hours on the bench. As every infection cultured 
at this time produced a bright golden colony we accepted this 
as the criterion. The correlation between the case rate and 
the carrier rate was not a very close one. The latter reached 
its highest point (85%) towards the end of the most severe 
part of the outbreak—i.e., the beginning of January—but it was 
still at 70% at the end of February, when the severe bullous 
cases had practically ceased ; it stood at 50% in April, and was 
down to 25% in June. 

Several heavy carriers of Staph. aureus were present in each 
of the wards throughout the whole period of observation. It 
seems probable that this wholesale carrier state was related 
to deficient ventilation during the long periods of black-out. 
The strains isolated from carriers were in all cases coagulase- 
positive, and though it is not to be supposed that all were 
capable of causing infection it is reasonable to suppose that 
some were. During April and May, when the numbers were 
declining, some Staph. aureus carriers began to show colonies 
of Staph. albus; these were coagulase-negative, while the 
associated Staph. aureus remained positive. 

During the winter months the carrier condition was obviously 
widespread ; about 30% of the women admitted for labour, 
and nearly 100% of babies 10 days old in our nurseries, were 
carriers. A children’s ward at the other end of the hospital 
showed at this time that 50% of the nurses were carriers, as 
were 30% of the children under 5 years. 

The presence of cocci in very large numbers in the nares 
of a carrier is not usually associated with any obvious sign of 
inflammation ; but a few cases of sore nares with folliculitis 
are found, and it is possible that these are the originators of the 
infection. The organisms carried are in most cases presumably 
derived from the air; they must, however, have a special 
affinity for such a locus, since cultures from the air of the 
wards showed that various forms of Staph. albus and pale 
staphylococci were the predominant organisms, and that Staph. 
aureus is relatively rare even in rooms inhabited by carrier 
nurses and infected babies. Staph. aureus may also be present 
in the throat, though much more rarely than in the nose (in our 
series 5 to 15%); from these latter cases droplet infection 
might of course take place. Cultures from the nasopharynx 
were not carried out. 

Dissemination.—Droplet-spread from the nose must be rare: 
even in sneezing almost all the droplets come through the 
mouth. Tests taken by shaking the used but apparently clean 
and dry handkerchief of a carrier over a culture plate, however, 
showed the dissemination of hundreds of viable organisms 
similar to those present in the carrier’s nares, and it seems 
more than probable that it is mainly in this way that the 
bacteria get into the air and spread from one person to another. 
Yet cultures from the air of the wards during the epidemic 
did not show Staph. aureus in large numbers. On 3-in. culture 
plates exposed for half an hour during bed-making, among 
hundreds of colonies—mostly skin saprophytes such as Staph. 
albus, skin diphtheroids, and sarcinae—six colonies of Staph. 
aureus were the maximum found. Again, on fomites such as 
door-handles, light switches, and so on, a real Staph. aureus 
was hardly ever found, though paler’ yellow varieties and 
Staph. albus occurred. 

On the other hand, finger-prints after handling a carrier's 
handkerchief .showed a considerable number of the infecting 
organisms. When gloves were worn and the handkerchief was 
handled, organisms in the finger-prints were far fewer, and 
when the gloves had been lightly powdered with french chalk 
the growth derived from handling the handkerchief was 
practically negligible. Ward dust as such was not investigated. 
A good deal of work has been done on this subject by various 
people, and if the bacteria are present in the air it may be 
taken for granted that the floors, window-ledges, and black-out 
blinds have not escaped. Quite early in the epidemic Staph. 
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aureus was found in small numbers in the ward soap used 
for washing the babies, and from then on soap was completely 
interdicted and the infants rubbed with oil of arachis. 


Implantation of Infection 


The Skin of the Newborn——The skin of the newborn does 
not show very marked differences from that of the adult. In 
a section from the neck the patulous funnel-shaped hair follicles 
appear to be wider than those of the adult in the same area 
and more closely crowded. There are fewer layers of 
epithelium, and at the base of the funnel, where the sebaceous 
glands open, the epithelium in infants may consist of only one 
layer of flattened cells. The sweat-gland orifices also show 
in the infant’s skin as definite pits leading down to the sweat 
ducts, and may equally well be the seat of infection. In the 
one case of purulent bullae observed on the hands no doubt 
infection did take place by this route. These are definitely 
weak spots in the body covering, as well as ones likely from 
their shape to harbour infective organisms. It might well be 
that the implantation of bacteria of quite low infectivity and 
virulence in such sites would set up an infection. 

Time of Implantation.—An investigation was carried out to 
try to discover the time of implantation of the infection. 

1. Swabbings were taken from the vagina and thighs of ten 
mothers—Staph. aureus was not obtained from any of these. Implan- 
tation from the vagina may be regarded as rare, though it probably 
does occur, and two cases are described below. 

2. Swabbings were made from the skin of the babies in the nursery, 
on the cheeks and inner parts of the thighs. Only 5 babies were 
tested—on the first, third, and sixth days after birth. Cultures were 
also made from the nares on each occasion. Staph. aureus was 
present in the nares in two cases on the first day and in four out 
of the five in great abundance by the sixth day. This organism 
was found on the cheeks in small numbers in three cases on the 
first day, one case on the third day, and three cases on the sixth day. 
On the thighs it was found only once, and that on the third day; 
none of these cases was or became infected up to the time of dis- 
charge. These figures are small, but they show that Staph. aureus 
may be present, on and off, on the skin of a healthy baby almost 
as soon as it is put into the nursery. They also show a great 
preponderance of implantation on the exposed areas; and that the 
presence of a staphylococcus on the skin does not necessarily lead 
to infection. Staphylococci on the cheeks may of course well come 
from the infant’s own nose, which harbours them from an early 
date, and such a strain might or might not be pathogenic; but it is 
a striking fact that an actual infection of the nares or adjacent upper 
lip has not so far been encountered. : 

3. An obvious point of contact for the baby’s face is the mother’s 
breast and probably hahds.. 

In an investigation to show whether the infant was likely 
to be infected from the mother’s milk 9 cases were examined. 
Cultures were made from the milk on the first, third, and 
sixth days of the puerperium. The milk was expressed into 
a tube by the nurse, after cleaning the nipple, before suckling 
began. The milk contained Staph. aureus in five cases on the 
first day and a further two by the sixth day. In only two 
was the milk found uninfected on the sixth day. One of these 
nine infants later developed impetigo, but it belonged to a 
mother whose milk had remained negative throughout the 
investigation. These figures again are scanty, but they tend 
to show that the presence of Staph. aureus in the milk does 
not usually lead to infection of the baby; nor, of course, 
does the presence of these organisms usually lead to an infection 
of the breast. Even when the mother has developed an acute 
mastitis, thereby showing the presence of a pathogenic strain 
of cocci, the infant is most unlikely to contract an impetigo, 
though perhaps as a rule by that time it is past the usual 
age for infection. 

Factors aiding Infection 

A brasion.—Babies are laid usually on one side or the other, 
and it is likely that movement of the head on rough woollen 
fabrics may cause irritation. There is no proof of this beyond 
the fact that the sides of the face were most frequently the 
sites of infection. We have already seen that they are a common 
site of implantation, and the turning of the child might lead 
to the common bilateral infection. On the other hand, a 
child had a forceps bruise on the cheek, breaking the skin 
in two long lines. It later developed a severe blister rash all 
round the neck and occipital regions ; the area with the broken 


skin did not become infected, though the opportunities for 
implantation of bacteria must have been legion. This suggests 
an affinity of the infecting agent for epithelial rather than 
the deeper dermic tissues. We see the same point in the 
shallow bullous lesions and absence of scarring. 

Heat, Moisture, and Alkalis——The napkin area, especially the 
inner sides of the thighs, while not a very common site of 
infection, is subject to heat, moisture, and alkalinity. This 
region is apt to show circumscribed areas of closely massed 
papules or bullae, sometimes bilateral, suggesting perhaps 
special facilities for a rapid local spread of infection from a 
small unnoticed papule. Excessive warmth alone does not seem 
to favour infection. Thus three premature babies were kept 
at high temperatures with hot bottles in a nursery in which 
infected cases occurred from time to time. Only one of these 
developed a single papule at the end of the third week. This 
would be about the ordinary incidence of infection at that 
time. The destructive effects of alkalis on the amino-acids 
of the squamous epithelium is well known, and ammonia 
quickly develops in a wet napkin. Such lesions as occur in 
the napkin area are usually on the inner side of the thighs 
and pubic region ; they were not seen actually on the genitalia. 
The question has also been raised whether the alkalinity of 
soap did not weaken the epithelium and lead to infection, but 
in the cases here reviewed soap had never been used. 


Identification of Types or Strains of Staphylococci 

In this research we might have two aims: (1) To identify a 
particular organism in whatever circumstances we may find it— 
for instance, to trace a carrier’s strain in the lesions of an 
infected case. In one instance we believe we have been able 
to do this. (2) To identify a staphylococcus as pathogenic 
by some other criterion than taking it from an infection. The 
problem lies in the similarity of strains of Staph. aureus from 
the most varied sources in their reactions with the usual bio- 
chemical tests. Some 40 cultures, including those from air, 
nasal carriers, impetigo lesions, and known staphylococcal infec- 
tions from other sources, were compared. The tests used were 
coagulase, haemolysis, and the hyaluronidase (diffusion factor) 
reaction (McClean). Of the cultures 39 were coagulase-positiye. 
In the case of the other tests the results were very variable. 

It could be said that in our hands none of these tests bore 
any definite relation to proved pathogenicity in any particular 
culture. They were used here only with the object of correlating 
and identifying strains from different sources. Serological 
typing was not available, but even if it had been it does ‘not 
follow that the antigenic structure of an organism of this sort 
would be a guide to its infectivity. 


Some Unusual Cases 


1. An infant 14 days old developed small purulent blisters in a line 
across the front of the proximal phalanges of both hands and on 
the adjacent palm and inner aspect of the thumbs. These contained 
a very pale staphylococcus. They were probably due to direct 
contact with the mother’s breast or fingers. This was not confirmed. 

2. Two cases became infected on the second day and showed very 
similar lesions. The rash was of a fine papulo-pustular type with a 
red base, and was spread diffusely, mainly on back and shoulders. 
Cultures grew a nearly white staphylococcus. In both cases vaginal 
swabbings from the mother produced a similarly pale staphylococcus. 
The maternal and infant strains in both cases were similar in appear- 
ance, and all four were coagulase-positive. No further investigations 
were made. It seems probable that both of these cases were 
vaginal infections, especially bearing in mind that these infants had 
not been washed since birth. Both cases cleared up entirely in a few 
days. One of the mothers had an unexplained puerperal pyrexia. 

3. An infant developed on the third day a closely packed rash 
of small clear blisters limited to, and more or less covering, the 
area supplied by the posterior roots of the second, third, and fourth 
cervical nerves—that is to say, the occipital and temporal regions, 
including the auricles, the neck, and the upper part of chest and 
shoulders. Later one eyelid developed a fringe of small styes and 
some spots on the same cheek. The face and main part of the scalp 
were unaffected. Cytological examination of the blister contents in 
the early stage showed the presence of 75% lymphocytes and 25% 


. polymorphonuciear leucocytes. Cocci were present in the early 


stages and Staph. aureus grew scantily. Later the bullae became 
frankly purulent. Scrapings of the epithelium from inside the 
bullae in the early stages were examined for inclusion bodies, but 
without success. It was thought from the disposition and cytology 
that a neurotropic virus might have been concerned in this case. 
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The very short incubation period would, however, make this improb- 
able unless the infection had been an ante-natal one. 

4. The fact that infants seldom or never seem to have a recur- 
rence of the infection after removal to the “ septic ’ nursery has 
been referred to. On one occasion this did occur, and four infants 
cured and ready to go out showed a fresh infection simultaneously, 
two with conjunctivitis and two with a-rash on the face. A nurse 
known to be a carrier of Staph. aureus and to suffer occasionally 
from folliculitis of the nares had been transferred three days pre- 
viously to this ward. A comparison of her cultures with those of 
the strains isolated from the infants’ lesions showed three of them 
to be closely similar, and it seems probable that the new infection 
was derived from her. The table below shows the similarity of the 
cultures of Nurse A to those from the two cases of conjunctivitis 
and one pustule. 


Cultures from Nurse and Babies of D 1 Ward 


| 
itmus ubst., 
No, Source Coagulase | Gelatin Milk up to Haemolysis 
Dilution of 

1A | Nose (Nurse A)| +  |Liquefied| Acid clot] 1:10 + 

7a | Eye (ba 1:10 Slight + 
11A| Face 1:10 + 

(baby 
12a | Eye (baby) | + " io Nil Slight + 


Treatment of the Epidemic 

Almost inevitably in the first place the organism is derived 
from a human source and, by-passing the various secondary 
modes of distribution such as dust, air, and so on, it is at the 
origin we should deal with it. The infection in its milder 
aspects might be regarded as not dissimilar to follicular acne 
in the young adult,’ and perhaps almost any strain of 
staphylococcus might cause it ; but the severer lesions are almost 
certainly derived from an active cutaneous infection, most likely 
a folliculitis. Such a folliculitis occurring in the anterior nares 
and leading to a damp nose and frequent use of the hand- 
kerchief would give rise to rapid dissemination of an organism 
with increased ‘infectivity. We have so far succeeded in 
implicating only the one case of this sort described above, from 
which we think we have definitely traced some infantile infec- 
tions. It may be that this not very obvious type of lesion 
is a frequent source of infection, and such infected carriers 
should be sought for carefully and excluded from the maternity 
wards. More obvious forms of sepsis are of course excluded 
as a matter of routine. 

Various general measures were carried out, including closing 
and cleaning of wards, the use of masks by all medical and 
nursing staff entering the wards, the use of gloves in handling 
the infants, and the replacement of handkerchiefs by oiled 
medicated gauze for both staff and mothers. The effect of 
these measures, if they have had any, is by no means clear. 
The closure of the wards for cleaning and a few days’ airing 
can certainly be said to have had no value in stopping the 
infection, which began again in a bullous form within two 
or three days of reopening. The use of masks for nasal carriers 
is probably of no value: the removal of both masks and gloves 
led to no increase in the number of infections. The use of 
gloves was replaced by dipping the “socially clean” hands 
in a box of french chalk before handling the uninfected infant, 
with the object of keeping the hands dry and interposing a 
barrier of powder between the hand and the infant. The 
medicated handkerchiefs did not come into use until the 
epidemic was abating, and it is not possible to say whether 
they have played a useful part or not. They were prepared 
as follows: An emulsified oil having properties similar to that 
suggested by Van den Ende and Thomas (1941) was prepared 
from the following: 


Sulphonated castor oil .. 50.0 parts 
Paraffin liq. .. to 1000 ,, 


One part of the above was diluted to 5 parts with 
water before use and tinted with eosin q.s. 


Six-yard rolls of absorbent gauze were immersed in the 
emulsion until saturated and the excess of liquid was removed 
by wringing ; the gauze was then put in a warm place until 
dry. Portions of gauze about 8 in. square cut to form hand- 
kerchiefs were issued twice daily. 


In the event of a "really serious epidemic which could not 
be controlled by other methods of hygiene it might be worth 
while to consider approaching the problem fromthe other end 
and attempting to prevent the organism ore ag lodgment in 
the hair follicles of the infant. This might be possible by 
occluding them with a natural fatty substance, say a lanolin 
preparation, containing a sufficient amount of a harmless 
bacteriostatic substance. 


The treatment of carriers with a view to sterilizing the 
anterior nares is not a very promising field of action so far as 
permanent cure is concerned. One method, bearing in mind 
the gradual substitution of yellow by white cocci, would be an 
implantation of the area with a definitely non-pathogenic 
staphylococcus—e.g., Staph. epidermidis albus. Another possible 
method might be the use of a suitable bacteriophage. 


An epidemic of bullous impetigo neonatorum due to staphylo- 
coccus infection and extending-over some months was observed in 
three maternity wards, and the observations continued for a further 
12 months. The outbreak occurred at a period when staphylococcal 
infections in the district were more frequent and severe than usual. 
There was, moreover, at this time a considerable increase in the 
number of cases of acute mastitis. The epidemic was preceded, 
accompanied, and followed by mild cases of papular impetigo and 
staphylococcal conjunctivitis. There were no deaths. 

Nasal carriers of Staph. aureus among the doctors and nurses, 
infants, and mothers were numerous and continued so after the 
abatement of the epidemic. It remained uncertain whether the more 
severe bullous cases were due to an increase of virulence in the 
endemic infection or to a new infecting agent. It was thought that 
a folliculitis of the nares was a likely source of infection and that 
the organism was shaken into the air from the handkerchief. Hand- 
kerchiefs were replaced by squares of oiled medicated gauze 
changed twice daily for all adults in the wards. 


REFERENCE 
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BLOOD TRANSFUSION IN NOCTURNAL 
HAEMOGLOBINURIA 
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Chronic haemolytic anaemia with nocturnal haemo- 
globinuria (the Marchiafava-Micheli disease, or “ noc- 
turnal haemoglobinuria”) is an ‘uncommon type of 
haemolytic anaemia. Its clinical manifestations have 
been fairly well established, and accounts of about 40 
cases are now available. Although the ultimate cause 
is unknown the mechanism of haemolysis has recently 
received considerable attention, and the early observations 
of van den Bergh (1911), Ham (1937), Dacie, Israéls, and 
Wilkinson (1938), and Jordan (1938) have been followed 
by comprehensive clinico-pathological and ‘immunological 
studies by Ham (1939) and Ham and Dingie (1939). Un- 
fortunately, this work has been as yet of little benefit to 


the patients. There is no specific treatment, and this dis- 


order, although variable in course and severity, ultimately 
proves fatal. The known haemopoietic substances are 
useless, and splenectomy is ineffective and dangerous 
(Hamburger and Bernstein, 1936). 


Transfusion has been resorted to on many occasions, and has 
often resulted in a severe haemolytic episode (Hamburger and 
Bernstein, 1936; Ham, 1939). Nevertheless, remissions after 
transfusion have been reported: for instance, a severe reaction 
in Ham’s first case was followed by two weeks’ freedom from 
haemoglobinuria, with only slight nocturnal amounts in the suc- 
ceeding two weeks ; and the same sequence of events followed 
four more transfusions in this patient. Similar observations 
were made on his third case. Three transfusions, each of 
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500 c.cm. of citrated blood, were given on alternate days to his 
fourth patient, who was in a severe haemolytic crisis at the time. 
The level of free haemoglobin in the plasma remained extremely 
high until 24 hours after the third transfusion. The amount of 
haemoglobinaemia and haemoglobinuria then fell during the 
next five days to the lowest levels observed in two months’ 
observations, and the erythrocyte count eventually rose from 
1,710,000 to 3,550,000 per c.mm. 

It seemed possible from these observations that blood trans- 
fusion, despite its initial deleterious action, might have a more 
prolonged inhibitory effect upon haemolysis, perhaps owing to 
the presence of a naturally occurring antihaemolytic substance 
in the transfused blood (Josephs, 1938). It was hoped that this 
inhibitory effect, if substantiated, might prove to be a basis for 
an effective line of treatment, and with this in mind we have 
administered a substantial amount (2,000 c.cm. over 12 days) 
of stored (6-weeks-old) filtered human serum to our patient. 
The object of this paper is to record the results of this experi- 
ment and also of an analysis of the effects of a blood trans- 
fusion which is as detailed as wartime circumstances allow. 
The latter experiment was undertaken in collaboration with Dr. 
P. L. Mollison, who studied the survival of the transfused blood 
and has kindly allowed us to quote his results. 


Clinical History of Case 
The patient is a woman aged 38. Her illness dates from Nov., 
1940, when she noticed that the urine she passed in the mornings 
had become dark red 
in colour. At other 
periods during the day 
no abnormality of the 


but there was a slight 
but gradual deteriora- 
tion in her general 
health ; lack of energy, 
fatigability, and breath- 
lessness increased im- 60 3 
perceptibly. In April, 
1941, her strength was 

still more impaired, 

and she was kept in 

bed at home for five 


PATIENTS CELLS 
weeks. The onset of 
pains in her legs along 

the distribution of the 
sciatic nerve resulted 

in her admission into , 
another hospital, where 

she received treatment 


PATIENTS 
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reticulocytes, 10%; total leucocytes, 5,500 per c.mm.—polymorphs 
59%, myelocytes 0.5%, metamyelocytes 3%, lymphocytes 36%, 
monocytes 1%, eosinophils 0.5%. Van den Bergh test, prompt 
reaction negative; total bilirubin, 1.4 mg. per 100 c.cm. Blood 
group A. Gastric residuum, achlorhydria with a moderate secretion 
of free acid after an alcohol meal. Bone-marrow biopsy (sternal 
puncture) showed active erythroblastic hyperplasia, the nucleated 
erythrocyte—leucocyte ratio being 1 : 2. Primary erythroblasts of all 
states of maturity were present, early types being relatively uncommon 
and haemocytoblasts still less frequent (less than 5% of total 
nucleated erythrocytes); normoblasts were also scarce, and there was 
no premature ripening of the cytoplasm of the primary erythroblasts. 
The leucocytes showed no noteworthy change. 

Serological tests confirmed the tentative clinical diagnosis. It was 
demonstrated: (i) that a proportion of the patient's cells were lysed 
in vitro after 1 hour’s incubation at 37° C. in autogenous fresh 
serum or that of normal subjects of the same group; (ii) that lysis 
was sensitive to changes in pH, and was increased by the addition 
of fresh guinea-pig serum from which all anti-human heterolysin had 
been absorbed ; (iii) that the patient's cells were not lysed by guinea- 
pig serum in the absence of human serum; and (iv) that normal cells 
were not lysed by the patient’s serum under any conditions. These 
observations are characteristic of nocturnal haemoglobinuria, and for 
this reason will not be elaborated further in this paper. 


Transfusion of Stored Serum 
After three weeks’ observation 400 c.cm. of six-weeks-old filtered 
human serum was given intravenously in 90 minutes on the morning 
of Aug. 20. The patient felt none the worse, but the urine specimens 
during the afternoon contained much free haemogldbin. A specimen 
passed at 11.45 p.m. 
was, however, free 
from pigment, as were 
all specimens passed 
the following day. 
The regular nocturnal 
rhythm restarted, how- 
ever, on the morning 
of Aug. 22, and per- 
sisted until the 25th, 
i. when a further bottle 
of serum was given. 
—_ 
2008S of gross haemoglobin- 
aemia and haemo- 
globinuria was again 
-followed by a period 
of freedom, only inter- 
rupted when further 
bottles of serum were 
given on Aug. 27 and 
29 and Sept. 1. The 
urine remained clear 


for sciatica. Anaemia a 
wgs recognized and or 
iron was given as 
treatment, but the sig- 
nificance of the inter- 
mittent dark urine was 
not appreciated and 
no diagnosis was made. There was some improvement as the result of 
rest in bed, and ‘she restarted clerical work in Oct., 1941. She kept 
at work until June, 1942, when jaundice of moderate intensity and 
increasing weakness forced her to rest. The abnormal discoloration 
of the urine passed in the early morning had been a characteristic 
feature of her illness and had been rarely absent since the onset. 
She was admitted into Leatherhead Emergency Hospital on July 1, 
1942. She was seen to be a well-nourished woman of medium 
height and 8 st. 12 Ib. in weight. There were no unusual physical 
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stigmata except an easily perceptible jaundice of. her sclerae and a’ 


curious combination of pallor, jaundice, and a slight brownish pig- 
mentation of skin and mucous membranes. The tint, which is 
striking, appears to be a characteristic of the disease. Physical 
examination revealed no abnormalities except that the tip of the 
spleen was just palpable. The liver was not felt and the superficial 
lymph nodes-showed no gross enlargement. X-ray examination of 
the kidneys did not reveal any deposits of haemosidegin. 

Inspection of samples of urine showed the presence of haemo- 
globin at certain times of the day, characteristically in the samples 
passed between the early hours of the morning and 9 a.m. The 
urine was usually quite free at other times. The amount of blood 
pigment present varied; there was often enough to produce a deep 
Port-wine discoloration. 

Laboratory Investigations 

Blood count on admission: erythrocytes, 2,180,000 per c.mm.; 

haemoglobin, 46% ; C.I., 1.06; cell volume, 24.5%; m.c.v., 113 u’; 


The effect of serum and blood transfusions on a patient with 
nocturnal haemoglobinuria. 


until Sept. 10, except 
for a trace of pigment 
on Sept. 6. This re- 
mission was longer 
than any the patient 
could remember since 
the beginning of her 
illness, but unfortunately any such improvement was not reflected in 
laboratory investigations. , The haemoglobin was observed to have 
risen by only 2% and the erythrocytes from 2,170,000 to 2,370,000 
per c.mm., changes which are not significant. Moreover, a standard 
in vitro test* showed no alteration in the sensitivity of the patient's 
cells to haemolysis by her own serum. 


The constant occurrence of marked haemoglobinaemia and 
haemoglobinuria after the administration of serum was unexpected. 
The complement content of the serum transfused was estimated 
against sensitized sheep cells to be less than 1/32 of that of the 
patient’s own fresh serum, and its content of anti-A agglutinins 
negligible (the patient’s cells were not agglutinated in vitro at a 
serum dilution of 1 ; 2). Moreover, the transfused serum had nu 
haemolytic activity in’ Mitro on the patient's own cells in the absence 
of fresh strum. The reaction of the serum, which had been estimated 
to be slightly more acid than that of blood, was on the last two 
transfusions deliberately made more alkaline (pH 7.9) by bubbling 
oxygen through the serum for 10 minutes before administration. 
Haemolysis was not inhibited by this procedure, and it was tenta- 
tively concluded that lysis was most likely caused by the presence 


* In Vitro Test-—0, 1 c.cm. of a 6% suspension of washed | patient's 
erythrocytes in 0.9% NaCl was added to 0.5 c.cm. of acidified 
— s serum (serum 0.3 c.cm., N/20 HCl in 0.9% NaCl 0.15 c.cm., 
9% NaCl 0.05 c.cm.; pH approximately 7.2). The amount of 
haemolysis produced by one hour’s incubation at 37° C. was 
estimated lly against standards. 
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within the transfused serum of relatively stable components of 
complement (not lytic by themselves) in sufficient concentration to 
increase the haemolytic power of the patient’s own serum. 


Transfusion of Whole Blood 


On the morning of Sept. 11, after the administration during the 
previous day and night of enough alkali to make the urine alkaline, 
the patient was given 500 c.cm. of a concentrated cell suspension of 
Group O citrate-glucose blood within 90 minutes. Before the trans- 
fusion had been quite completed symptoms suggestive of a haemolytic 
episode began to make their presence felt. The patient complained 
of a slight dizziness and backache, and a little later felt sick. These 
symptoms slowly progressed but never became really severe, although 
there was some diarrhoea and sickness during the following night. 
Her temperature was slightly raised, the maximum being 100.2° F. 
Within 24 hours of the transfusion the feeling of sickness abated 
and it seemed clear that the constitutional symptoms were subsiding. 
The patient had, however, by then become strikingly brownish-yellow 
in colour; the brownish tinge disappeared within a few days, but 
the jaundice persisted longer. Soon after the termination of the 
transfusion intense black urine was passed, and it continued in this 
state for the next 48 hours; but by the morning of Sept. 14 only a 
small amount of pigment was present, and the specimens passed on 
the 15th were clear. The urine then remained clear until Oct. 30. 

The effect upon her blood is illustrated in the accompanying chart. 
This records (a) the total erythrocyte level, (6) the number of donor 
cells present, and (c) the ‘evel of the patient's own cells after the 
transfusion (a less 6). The haemoglobin and reticulocyte per- 
centages are alsg recorded and the presence or absence of haemo- 
globinuria and the results of the in vitro haemolysis test indicated. 
Study of the chart reveals several points of interest. The number of 
normal (donor) cells present after transfusion agreed well with 
expectations, there being a little more than 1 million per c.mm. 
This figure slowly and gradually fell, and approximately 18% of the 
transfused cells were still surviving 95 days after transfusion. This 
is essentially a normal rate of elimination (Mollison and Young, 
1942). Despite the presence of 1 million per c.mm. or more of 
normal cells the total erythrocyte count had fallen slightly at the end 
of 24 hours, indicating great destruction of the patient’s own cells 
—i.e., a fall from 2,370,000 to 1,060,000 per c.mm. The count 
remained at about the level of 1 million per c.mm. for 10 days or 
so and then rose fairly steadily, just reaching 2,500,000 per c.mm. 
in six weeks. The total crythrocyte count, after falling about 300,000 
per c.mm., reached its pre-transfusion level in 14 days and then 
steadily rose to 3,180,000 per c.mm. four weeks later. The total 
count then slowly fell back to its pre-transfusion level of about 
2,250,000 per c.mm. The reticulocyte percentage followed the 
erythrocyte count in an inverse manner. 

The percentage lysis observed in the standard in vitro tests was 
not significantly altered by the serum transfusions; after the blood 
transfusion there was a period of at least a week in which the 
sensitivity of the cells to lysis in vitro was clearly diminished even 
after making allowance for the presence of many normal cells. This 
may be due to the removal from the circulation of the most sensitive 
cells during the haemolytic crisis precipitated by the transfusion. It 
is interesting to note that sensitivity to the in vitro tests had been 
fully restored, and even appeared to be slightly increased, before the 
onset of haemoglobinuria, and that the latter did not reappear until 
the erythrocyte count had regained its pre-transfusion level. No 
doubt the presence of haemoglobinuria depends upon the renal 
threshold ae the gmount of haemoglobig libetated into the circula- 
tion per ui ff time, and is therefore more likely to be found at high 
rather than low levels of erythrocyte counts if the proportion of cells 
destroyed is a constant one. 


Discussion 


It is generally agreed that the basis of this strange disease is 
an undefined abnormality of the patient’s erythrocytes which 
causes them to haemolyse in the presence of human serum both 
in vivo and in vitro (see Ham and Dingle, 1939). Our observa- 
tions are consistent with this hypothesis and do not support any 
alternative theory ; in particular the possibility that the patient’s 
erythrocytes were sensitized by the presence of an immune 


body or other haemolytic agent would appear to be negatived , 


by the unimpaired survival of the transfused normal cells, unless 
it were assumed (without any evidence) that the hypothetical 
haemolytic agent was strictly autospecific. 

Similarly, no evidence was forthcoming in support of the 
further possibility that lack of an antihaemolytic factor was 
responsible for the excessive breakdown of the patient's cells. 
Serum transfusions were without significant effect, and the 
ultimate rise in blood count following the blood transfusion 
appeared to be due to the good survival of the transfused cells. 
The patient's own cells did not increase significantly in numbers. 


Summary 

A short clinical description is given of a case of 
chronic haemolytic anaemia with nocturnal haemoglobinuria 
(Marchiafava-Micheli disease). 

Two litres of stored normal serum was given intravenously 
within 12 days; no appreciable effect on in vivo or in vitro 
haemolysis resulted. 

A blood transfusion was followed by a severe haemolytic 
episode in which rather more than one-half of the patient's own 
erythrocytes were destroyed. The survival of the transfused 
blood was, however, unimpaired. The transfusion was followed 
by a remission from haemoglobinuria lasting 6 weeks. 

The bearing of these observations on the pathogenesis of the 
disease is briefly discussed. 
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TREATMENT OF PSYCHIATRIC PATIENTS IN 
GENERAL HOSPITALS 
A SOCIAL EXPERIMENT 
BY 


DALTON E. SANDS, M.R.C.P.Ed., D.P.M. 
Deputy Medical Superintendent, Sutton Emérgency Hospital 


For centuries the peculiar symptoms of nervous and mental 
disorder have caused segregation to remain paramount 
over other aspects of treatment. This policy has been 
accepted, though with suspicion, by the main body of 
public opinion, but strongly resisted by individual patients 
and relatives. Ig Britain several thousands of patients 
are annually permitted to become chronic cases before 
specialized treatment is sought in a hospital for mental 
or nervous disorders because so many people, with or 
without good education, still regard these illnesses either 
as irrecoverable or to be treated conservatively at home 
as long as possible. Many a patient suffering from early 
psychosis could have avoided prolongation of illness, subse- 
quent certification, and economic loss if either he or his 
relatives had not had the mistaken conception that on 
admission to hospital there was risk of being made worse 
by association with chronic patients, that active treatment 
scarcely existed, or that he would never be discharged. 
These ideas have their roots in the past, when the chief 
fornf of treatment known was to minister to the well- 
being of the patient on general lines as efficiently as 
overcrowding would allow. Under these conditions the 
better the quafity of the personality the more likely was 
the individual to defer accepting hospital care, except in 
the most acute disorders. 

Some idea of the cost of this policy may be gained from 
the estimation (Ebaugh, 1940) that, in the U.S.A., hospital beds 
are required for 100,000 patients becoming chronic annually, 
and in 1940 chronic psychiatric patients occupied half the total 
number of hospital beds. Many more are maintained in their 
own homes or in private nursing homes. The problem is 
little different in this country ; for example, the London County 
Council in accommodating their own share of the burden 
require, out of a total of 72,000 beds for all types of illness, 
34,000 for psychiatric patients, a large majority of the beds 
being for chronic cases. Another aspect is shown by Sargant 
and Cook (1942), who reported that 20% of the cases admitted 
to the medical wards of a general hospital were found to 
present conditions and problems primarily neuropsychiatric, 
regardless of the patient’s initial complaint or the preliminary 
diagnostic impression. Heldt (1940) also places the percentage 
at 20 or 30, and remarks that if mention be made as well 
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PSYCHIATRIC TREATMENT IN GENERAL HOSPITALS BUTS 629 


of all patients showing minor and secondary disturbances of 
nervous disorganization, then the figures rise still higher. Yet, 
with few exceptions, general hospitals refuse to admit, let alone 
attempt to treat, a nervous or mental patient if they know 
he has already been so diagnosed. In view of the inci- 
cence noted, the term “general hospital” seems scarcely a 
suitable one. 

Hitherto the only widely organized in-patient treatment has 
been that afforded by the mental hospitals. In these there 
are six to eight doctors for 2,000 to 3,000 patients, a sufficiently 
high proportion if the patients are mostly chronic and in the 
days when the main treatment was custodial. In accommoda- 
tion and classification there has been slow but steady improve- 
ment, and by legalizing voluntary admission, advocating special 
treatment villas for early patients, and establishing out-patient 
clinics, the Mental Treatment Act, 1930, brought many under 
treatment at an earlier stage, after the success of the Maudsley 
Hospital, London, and Jordanburn Hospital, Edinburgh, had 
emphasized the need for early voluntary accommodation. But 
even these hospitals have tended with time to become stigma- 
tized as “mental,” with its old-time implications, so that 
patients wait too long before accepting admission. Recently 
| have had opportunity to test the treatment of psychiatric 
patients in a general hospital neuropsychiatric ward, using 
modern methods already developed by psychiatrists, and I 
believe the results of this experiment allow some hope of easing 
this undesirable situation. 

Methods 

In discussing the results of a year’s admissions (Table 1) 
and the methods of this experiment, it must be stated that the 
281 patients were all female, nearly all civilian, and of a 
selected type in that their personalities were relatively good 


Tasie I.—Results (All Patients) 


Follow-up 

(2 to 12 Months) 

e No. » 4 No. % 
Recovered 98 34-8 100 40-5 
Much improved 14-5 22 8-9 
Improved 93 33-3 79 32-0 
No change 49 17-4 30 12-1 
Total = on a 281 100-0 247 100-0 
Total number at work .. 189 76-5 


and likely to react favourably to modern treatment. A few 
were admitted in attempts to influence illness of long duration 
by recent methods, and in others considerable investigation, 
involving several departments of medicine, was necessary to 
elucidate the complicated problems presented. The unit con- 
sisted of two adjoining wards of 30 and 16 beds housed in a 
block of general wards. During a minor part of the time only 
the small ward was available. For administrative reasons the 
number of beds occupied was not allowed to exceed 40, and 
the remaining space was used as dining accommodation for 
those convalescent. The wards had no side rooms, and differed 
in no way as regards restrictions from a general medical ward. 
The patients mixed with others from the medical and surgical 
wards at social functions and in the grounds. The medical 
staff consisted of two psychiatrists and very occasionally a 
third, all of whom had part-time duties in other parts of the 
hospital, including the special neurological unit. Nursing staff 
comprised a sister with general and psychiatric training and 
five nurses on each of the two daytime shifts. 

The application of treatment facilities to selected patients 
on exactly the same basis as for medical and surgical patients 
showed ¢learly that (a) many recoverable patients were failing 
to avail themselves of voluntary status in mental hospitals ; 
(b) many were unnecessarily losing jobs and-suffering economic 
hardship while their illness drifted into chronic invalidism or 
delayed recovery; (c) with active treatment, comparable to 
that afforded to medical or surgical patients in general hospitals, 
our patients were discharged with a combined recovered-and- 
improved rate of 82%, maintained.with a relapse rate on 
follow-up of only 5.3% ; and (d) having been so treated for 
an average in-patient period of six weeks, over three-quarters 
of them were able to return to work soon after discharge. 


In particular, 70 depressive patients of various types treated 
by electro-convulsion therapy showed a discharge rate of 61.4% 
recovered, 35.6% improved or much improved, and 3%, 
unchanged. Of 64 such patients followed up for an average of 
six months, 58% recovered, 33% improved or were much 
improved, and 9% relapsed ; 85.9% were at work. There were 
a number of milder cases of depression in which non-specific 
hospital treatment was sufficient to promote recovery. Results 
in the small group of 28 schizophrenics treated by insulin 
and/or electro-convulsion therapy were in accord with the 
encouraging figures for larger series of patients treated by 
modern methods, both on discharge and follow-up. Three- 
quarters of these patients are now employed outside hospital. 
On this subject Ross ef al. (1941) state that insulin produces 
an improvement significantly in excess of that obtained by 
any other means, and that after two years 75% of patients 
who were benefited had retained their improved state. 

Our results (see Table I) were due to the following general 
scheme of treatment: Insulin Gomas* in early schizophrenia, 
electro-convulsions for depressions and some obsessional states, 
continuous sleep in acute anxiety neurosis, modified courses 
of insulin in anxiety hysteria with loss of weight, and prefrontal 
leucotomy for severe persistent obsessional states (which failed 
to react to other treatments). Psychotherapy in general or 
specialized form was used whenever it seemed indicated, coupled 
with psychological investigations under sodium amytal. Com- 


bined methods were most useful: physical methods and psycho- . 


therapy and sometimes two different physical methods have 
been used concurrently or successively on the same patient. 
(Reference has already been made to the application of these 
treatments in the male neurological unit of this hospital: 


. Sargant, 1942.) In our series 9 courses of insulin coma were 


given, 115 of electrically induced convulsions, 28 of continuous 
sleep, and 94 of modified insulin; on 2 patients prefrontal 
leucotomy was performed, and 97 relatively specialized courses 
of psychotherapy were given. It has been necessary to support 
these measures by prompt examination of the patient, speed 
in instituting active treatment on the day of adniission when- 
ever possible, organized occupational therapy, and remedial 
exercises. By these practices such risks as those of suicide, 
which are inherent in treating acuter forms of psychiatric illness 
in an open ward, are greatly diminished, the patient becomes 
amenable to the efforts of the nursing staff at an early stage, 
and the morale of those more advanced in treatment is 
unimpaired. To obtain the best results one must be prepared 
to modify the technique and routine of treatment to suit the 
individual, and on discharge to give such medical recommenda- 
tion as will assist resetthement in work. With the co-operation 
of the Ministry of Labour employment was modified in many 
instances to suit individual needs. In fact, general hospital 
psychiatric treatment has become possible because in the last 
three years treatment has developed sufficiently to achieve 
good clinical results and early control of symptoms in nearly 
all the numerous patients of the type reported here, without 
blocking beds for an unduly long period. 

In all patients, duration of illness varied from one week to 
seventeen years, averaging one year and eleven months. In 
actuality, nearly three-quarters of the patients had been ill 
for a year or less. The average duration was somewhat dis- 
torted on account of a small grovp of patients admitted partly 
by reason of the very length of illness. Half the patients 
were classified as psychoses, including 111 depressives of various 
types and 28 schizophrenics ; 38% suffered from neuroses ; and 
other organic conditions comprised the remainder. Thirty-one 
psychotic and six neurotic cases were relatively acute ; in only 
six of these was it impossible to control symptoms by treat- 
ment, and with the co-operation of the relatives they were 
discharged for admission to observation wards. It will there- 
fore be noted that the most extremely disturbed patients were 
not nursed in our ward. The proportion discharged against 
advice—under 7%—seems reasonably low considering how 
often these patients are indecisive, suspicious, and liable to take 
an unreasonable course of action. 

The fact that psychoses often drift on into thronicity has led 
to a tradition that the prognosis generally is gloomy. This view 
is certainly unjustified when modern methods are employed 


* Since the period under review the use of insulin therapy has 
increased. 
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for suitable patients. In our material the psychotics did 
better than the neurotics, both in their reaction to treatment 
and in the maintenance of improvement gained (Table II), with 


Il.—Comparison of Results in Neurotics and Psychotics 


On Discharge Follow-up (2 to 12 Months) 
R | MI| I Total| R | MI) 1 UNC | Ret) Tota 
*Neuroses : 
No. .. | 18/42 |14 | 100 /29 | 8 ‘14 3 95 | 68 
}26 | 18 | 14 30-5} 8-4) 43-2) 14-2 3-2 71-5 
ee (63,| 20/31 | 125 (58 {17 | 10 11S | 89 
% , ++ |50-4 16 | 24-8) 8-8 14-8) 19-1 7 77-4 


‘R=Recovered; MI=Much improved; I=Improved; NC=No change; 
Rel = Relapsed. 
*Average stay: Neuroses, 45-7 days; Psychoses, 47-1 days. 


a negligible difference in time required in hospital. The view 
expressed in the British Medical Journal leader of Oct. 3, 1942, 
(p. 397) concerning the favourable outlook in the recent acute 
psychotics compared with the neurotics has been fully con- 
firmed. The reason for these findings partly lies*in the fairly 
good pre-psychotic personalities of many patients selected for 
admission to this ward, in their comparative youth (average 
age 33 years), and in the fact that they were under specialized 
hospital care at an earlier stage in their illness than is usually 


’ possible in mental hospitals. If it were generally realized how 


effective can be the speedy treatment of an early patient by 
the skilled use of modern methods individually applied, years 
of illness and invalidism could often be averted. For instance, 
Rivers and Bond (1941) showed that a skilled insulin therapist 
can raise the recovered-much-improved rate on discharge in 
schizophrenics as high as 79% for patients treated within the 
first year of illness. If insulin is given by inexperienced 
therapists they show that the figure only reaches 46% in the same 
type of patient. They state also that, irrespective of duration 
of illness, 63% of the more skilfully treated patients recovered 
or greatly improved, as compared with less than 10% in pre- 
insulin days. If left untreated some of our patients would 
undoubtedly have had to enter mental hospitals at a later 
date. In others the personality was sufficiently adjusted for 
them to stay at home at the price of long invalidism and 
economic dependence. 
Commentary . 

This experiment in hospital procedure offers advantages for 
patients, the medical profession, and the administrative services. 
Patients and relatives appreciated active treatment in a general 
hospital instead of the unfamiliar mental hospital. On dis- 
charge their social readjustment and employment presented less 
difficulty than if associates or employers were aware of recent 
mental hospital care. Even the large depressive and smaller 
schizophrenic groups, the very nature of whose illness has 
sometimes precluded acceptance of early in-patient mental- 
hospital treatment even under voluntary status, often sought 
and nearly always accepted active treatment in a general 
hospital neuropsychiatric ward. The patients have shown that 
this type of- ward is a most promising weapon for combating 
the so-called stigma of mental illness, and I believe it can 
hasten public acceptance of sufferers from nervous or mental 
disorder as sick yet frequently recoverable people as nothing 
has hitherto. Provision of this form of treatment offers hope 
of diminishing the suicide rate in early sufferers from mental 
disorder. In a U.S. hospital psychiatric ward there were but 
two suicides in nearly four years, as opposed to three in other 
wards. Another psychiatric ward had none in six years. 

For the profession, and especially for students, these patients 
are a valuable source of teaching material, contrasting strongly 
with the standardized display of end-results, vivid in symptoms 
but poor in prognosis. Their study and investigation can pro- 
vide a very necessary increase of research workers and clinicians 
skilled in both physical and psychotherapeutic methods, and 
can equip the young general practitioner with the psychiatric 
understanding required by 30 to 60% of the symptoms shown 
by his patients. Similar improvements can be obtained in the 
quality and status of the nursing staff. Psychiatry demands 
expert and intelligent nursing, because the safety and success 
of such physical methods as fnsulin comas or continuous 
narcosis depend on the efficiency of the nurse in charge. 


Most general practitioners dislike certifying any of their 
patients or having to send them to observation wards. against 
their wishes. Occasionally there is the threat of legal action 
by resentful patients or relatives. Timely use of the general 
hospital psychiatric ward can solve many of these problems, 

The advantage of ready access to specialist opinion for 
securing early neuropsychiatric diagnosis has been shown by 
Sargant and Cook (1942), particularly with regard to shortening 
the patient’s time in hospital and saving innumerable laboratory 
investigations and much maintenance expense. In this hospital 
such assistance has been part of the service rendered to the 
general medical and surgical wards in return for their advice 
on our patients, obtained on 94 occasions. 

For administrative services there have been two main 
advantages: (1) At least 16 hospitals in the London area have 
used the psychiatric facilities afforded. Had more accommoda- 
tion been possible it could easily have been filled. (2) In 
financial economy, compare the, treatment of any early case 
of schizophrenia by insulin shock in an eight-weeks period at 
the L.C.C. peacetime general hospital rate of £3 10s. a week 
with the frequent care of the chronic patient at the mental 
hospital rate averaging £1 9s. for five years—i.e., £28 to £377. 
If total chronicity occurs from lack of early treatment the 
cost rises to £2,600 for 25 years. The potential financial saving 
inherent in our own and Rivers and Bond's results, noted above, 
is therefore particularly impressive. These economies have 
occurred with the use of unpretentious temporary wartime 
accommodation, and apart from minor adjustments no unusual 
or elaborate structures are required. 

In a small-scale test this experiment has shown many definite 
advantages, but it certainly raises its own -problems. For 


instance, to what extent can mental hospital services, at present 


largely organized to meet the maintenance needs of an 
abundance of chronic patients, be adjusted to secure the con- 
fidence of the early-recoverable patient, so that this confidence 
would lead to their early treatment and lessen the incidence 
of chronicity? In common with some mental hospitals we find 
modern therapeutic methods to be of much assistance in this 
respect. 

There is no doubt that extensive reorganization of mental 
health facilities, already under discussion, can disperse many 
of the present objections. Its full realization is likely to be 
a matter of several years. Meanwhile, the combination of out- 
patient clinic, mental hospital, and general hospital neuro- 
psychiatric unit suggests a practical basis for a more compre- 
hensive mental health service, caiculated to supply early 
treatment in a form acceptable to many potentially recoverable 
patients as well as relief to the more chronic types of illness. 


Investigation has been made of 281 patients selected for 


psychiatric treatment in a general hospital during a year. After: 


an average in-patient period of six weeks, over three-quarters 
were able to return to work, the usual length of illness having 
been greatly shortened and chronicity avoided in many cases. 
Clinical recovery and improvement on discharge (82%) was 
maintained on follow-up, with loss of 5% relapsed. The 
scheme of modern psychiatric treatment used is described. 


The experiment has been discussed in relation to therapeutic, 
professional, financial, and other fields. 


I wish to express my sincere thanks to Dr. Louis Minski, medical 
superintendent; and to Dr. E. T. O. Slater for most helpful criticism 
and advice; also to Dr. W. Sargant for advice on physical methods 
of treatment, and to Dr. H. J. Shorvon, Sister E. A. Gaunt Murphie, 
and Miss J. M. Moore for their valuable assistance. 
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F. W. Taylor (J. Amer. med. Ass., 1942, 118, 1196) observes that 
chronic ulcers of the limbs, predominantly of the legs, due to in- 
fection with a haemolytic streptococcus have received little attention. 
The lesion is chronic and similar to that of varicose ulceration, and is 
usually seen in children and young adults with no apparent vascular 
abnormality. The 19 cases he describes responded well to sulphanil- 
amide by mouth. 
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ATROPINE GLAUCOMA 


J. E. MARTIN, M.B., Ch.B. 
Late Senior Resident Officer, Bristol Eye Hospital 


This tragic condition continues to blind many eyes. 
Among the most valuable of drugs used in the successful 
treatment of eye conditions is atropine. Yet, when contra- 
indicated, this drug is one of the most dangerous that can 
be instilled into the eye. 


Before its use diagnosis is essential. A spot differential 
diagnosis between the more frequent conditions, such as con- 
junctivitis, keratitis, iritis, primary congestive glaucoma, and 
secondary glaucoma, can at times exercise the most experienced, 
and so can the differentiation between “ simple ” glaucoma, the 
eye predisposed to glaucoma, and a normal eye. 

I refer to the necessity for recognizing the normal eye because 


.“simple ” giaucoma is a most insidious progressively damaging 


condition, simulating the normal by absence of pain or visible 
outward signs. It is far from being simple. When in doubt, 
and a dilated pupil is required, homatropine can be used with 
greater safety, because eserine will contract the resultant 
mydriasis if necessary. The action of atropine on the intra- 
ocular muscles is clinically irreversible (Duke-Elder, 1932-7 ; 
Parsons, 1942), and in its presence eserine is ineffective. 
An eye is atropinized or not, and the use of weak solu- 
tions does not give a margin of safety. Once atropinized, 
a period of several days may have to elapse for the effect 
to pass off after the use of atropine has been stopped. 
Much mischief may happen in this interval if a dilated pupil 
has been contraindicated. 

It may not be out of place to revise briefly the main 
mechanical conditions involved. 


Conditions leading to Glaucoma 


The eye is a closed chamber into which aqueous is constantly 
being secreted by the ciliary body, and from which an equal 
amount of aqueous must therefore escape through the drainage 
system of the canal of Schlemm. This venous canal runs con- 
centrically round and close to the apex of the drainage angle 
in the junction of cornea and sclera. It is separated from the 
aqueous of the anterior chamber by a fine filter meshwork— 
the ligamentum pectinatum. In drawing the accompanying 
sagittal diagrams irrelevant details and labelling of structures 
have been omitted so as to preserve clarity. These illustrations 
represent the normal eye with the pupil of average size. It will 
be seen that the lens is supported posteriorly by the more solid 
vitreous (Fig. 1), and that any swelling of the lens will tend to 


Fic. 1.—Twice normal size, 


displace forward the iris as a whole. Also, if the pupil is 
dilated the consequent thickening of the iris bulk will encroach 
upon the filtration angle. The iris, ciliary body, and choroid 
(shown in solid black) are related developmentally and 
clinically. These highly vascular pigmented structures form the 
uvea: thus iritis, iridocyclitis, uveitis. The canal of Schlemm 


appears as an elongated O lying on its side, and the retina is 
seen on the inner surface of the choroid. The arrows (Fig. 2) 
indicate the main flow of aqueous from ‘the ciliary body into 
the posterior chamber, then between the lens and iris and 
forward through the pupil into the anterior chamber to the 
canal of Schlemm. Posteriorly is shown the funnel-shaped 
scleral aperture for the optic nerve, with its anterior acute rim. 
It is on this sharp rim that the impact of an increased intra- 
ocular pressure first makes itself felt on the retinal nerve fibres 
as they converge, streaming in to form the optic nerve—rather 
like barking one’s shins on a sharp-edged object. 

A watch-face serves well to illustrate the front view and 
relationship of the main structures of the anterior part of the 
eye. The glass cover represents the cornea, the dial the iris, 
and the central spindle-hole for 
the hands the pupil. The space 
between the glass and the dial 
is the anterior chamber. The 
flow of aqueous would be for- 
ward through the spindle-hole, 
over the dial-plate towards the 
numerals, and beyond these to 
the angle where the glass rim 
meets the peripheral edge of 
the dial. In a normal eye the 
balance of this flow is delicately 
kept and the resultant pressure 
within the eye, with small 
variations, is about 25 mm. 
of mercury. If, however, the 
drainage system is defective or 
becomes partially blocked, the 
outflow is impeded and dimin- 
ished till the hydraulic-pressure 
head is raised above normal to 
overcome the resistance. This 
state is glaucoma. 


Atropine and the Drainage 
Outflow 


Atropine paralyses the ciliary 
muscle and so abolishes the 
power of accommodation. It 
also prevents the sphincter mus- 
cle of the iris from receiving 
impulses from the third nerve, J 
with the resuit that the -muscle is ineffective. The pupil there- 
fore dilates (except where synechiae prevent thés). 

Eserine accentuates stimuli from the third nerve to the 
sphincter iridis and the ciliary muscle. Under its influence the 
pupil contracts, the iris is stretched, and the ciliary muscle pulls 
on its insertion and on the root of the iris, thus tending to 
open the drainage angle and thereby improve the outflow of 
aqueous. 

In mydriasis the pupil is much dilated and the iris structure 
is “ bunched up ” together ard therefore thicker. In miosis the 
pupil is much reduced in size by the overaction of the sphinc- 
ter muscle, and the iris itself is stretched fully and is at its 
thinnest. 

For purposes of comparison let a room represent an eye. 
The window is the cornea, a pair of heavy curtains the iris, and 
the wall-paper opposite, the retina.. If the curtains are drawn 
nearly together the small space between their edges will repre- 
sent the pupil in miosis (as in the slit-like pupil of the cat). 
If now the curtains are pulled aside fully the “ pupil” will be 
large ; but the curtain bulk has had to go somewhere, and we 
find that it has “ bunched up” or folded upon itself so that on 
the whole it has become thicker. 

In the human eye the iridic curtain is circular; the iris 
root and the aperture edge are approximately concentric. It 
is this thickening or “ bunching up” of the iris in mydriasis 
that can play the dangerous part by plugging the drainage 
outflow. 

The lens of the eye is an epithelial structure which, within 
its capsule like a pea in its thin jacket, continues to grow in 


Fic. 2.—Four times 
normal size. 
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size throughout life. It is unable to shed its older cells, as is 
the case with the nails and skin. The gradually enlarging lens 
tends to push the root-of the iris forwards, narrowing the small 
drainage angle between the iris and the cornea. This may be 
sufficiently advanced at the age of 45 to be an important factor. 
Also, in people with relatively small corneae the disproportion 
between the lens ahd the cornea is mechanically disadvan- 
tageous. In addition, early.incipient cataract is of more frequent 
occurrence than might be supposed. These lens changes are 
associated with varying degrees of water absorption and swelling 
of the lens. The swelling of the lens gives rise to the important 
clinical sign, when noted, of progressively increasing myopia, 
actual or relative. 

Should the pupil of an eye in which these conditions prevail 
individually or in concert be dilated, the “ bunching up” and 
thickening of the iris at its root may, and probably will, 
sufficiently plug up the drainage outflow to induce the onset 
of “simple” or of acute glaucoma. If atropine was the 
mydriatic used the situation would be difficult even if recognized 
early. 


When to Use Atropine 


It must not be assumed that advancing age contraindicates 
the use of atropine. It is the condition of the eye itself, irre- 
spective of age, that may contraindicate the drug, and special 
difficulties arise when more than one clinical intra-ocular con- 
dition coexist, as in the secondary glaucomas. One of my 
patients who has double iridocyclitis is aged 90, and I have 
instilled atropine into both his eyes, but not before I had 
amply satisfied myself that there was no predisposition to 
glaucoma. 

It may be impossible even for those in constant practice to 
decide by digital means that an intra-ocular pressure is not 
slightly raised, and other methods and data should be relied on 
in the important finer variations. The digital method of judging 
the state of intra-ocular pressure requires special technique, and 
to attempt to do this with the tarsal plate of the lid interposed 
between the finger-tips and the eye is fatuous. 

For ophthalmoscopic examination euphthalmine lamellae and 
B.W. euphthalmine ophthalmic “Tabloid” are efficient and 
safest, while for the more simple conditions requiring rest of 
the eye by mydriasis and cycloplegia homatropine (not hom- 
atropine and cocaine, in repeated instillations) may be sufficient. 
Where full mydriasis and cycloplegia are indicated atropine 
should be employed boldly by instillation of the solution, the 
solid form, or if necessary by the subconjunctival route, but not 
before efficient drainage of the aqueous has been proved, and 
never indiscriminately. 
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A Supplement to the London Gazette, dated May 7, announces the 
appointment as M.B.E. (Civil Division) of Burgess Barnett, M.R.C.S., 
and Capt. S. D. Sawyer, M.B., Army in Burma Reserve of Officers. 
The announcements state that Dr. Burgess Barnett was a member of 
the party which evacuated from Burma via the Chaukan Pass and 
was one of the last dozen men to be rescued from Tilung Hka. He 
elected to remain with the remnants of the party until the end, and 
thus secured to them the medical attention they all so sorely needed. 


. Dr. Barnett’s conduct throughout this long and difficult march over 


uninhabited country, in the most trying conditions of the monsoon, 
was worthy of the best traditions of the medical Service. Capt. 
Sawyer, after retreating into Manipur with the Burma Army, volun- 
teered to remain behind in the Naga Hills in an endeavour to 
extricate the many thousands of refugees who were still coming out. 
He served during June and July with great distinction and helped 
many hundreds of refugees on the Tonhe-Yaripok-Imphal route. 
Early in September he volunteered to go out again in a final attempt 
to rescue those unfortunate evacuees who had been forced to spend 
the rains at Shinbwiyang. No other doctor was available for this 
duty, and he remained there until the 1,600 survivors had been 
brought out safely to Margherita by Dec. 5, 1942. Capt. Sawyer 
showed an outstanding sense of duty and self-sacrifice and saved 
many lives. 


SPECIFICATIONS FOR DARK-ADAPTATION 
TESTS 


BY 


K. J. W. CRAIK, M.A., Ph.D. 
Psychological Laboratory, Cambridge 


As the question of the exact specification of the light used 
in adaptometers has been raised by Mr. Bishop Harman 
(1943), it seems opportune to emphasize that there are two 
aspects to this problem. The first is standardization, or 
agreement as to the size of field, form, or figure used, 
colour temperature of light, duration of exposure, retinal 
area to be tested, presence or absence of a fixation point, 
etc., irrespective of the physical method of obtaining these 
things ; while the second is calibration, or exact measure- 
ment of the physical properties of the instrument and their 
accurate reproduction in copies of it. 


Standardization 

Regarding the first, there is as yet insufficient information 
on the relation between rate of adaptation, cone threshold, 
final rod threshold, and acuity or form sense at low illumina- 
tions to show what is the best presentation or type of test 
to use, either as a selection test (for picking out people with 
dangerously poor or strikingly good night vision) or as a 
vitamin-A-deficiency test. However, much work with different 
kinds of tests is proceeding in many parts of the country, and 
some work directly intended to show the relation between the 
results of different tests and to indicate what differences between 
tests are important and what are unimportant. 


Calibration of Instruments 

Regarding calibration, the most important characteristics to 
be measured are the size of field, the size of the form or figure 
used, if any, the colour of the light, the retinal area to be 
tested, and the duration of the exposure (if this is a flash, as 
in the Steven-Wald apparatus, or the time given to the subject 
for his decision in other tests). These characteristics have been 
accurately measured and described in most of the best work 
on dark adaptation—e.g., that of Hecht and his collaborators. 
In the Army pentagon test (Rycroft, 1942) ii is specified that 
the translucent screens in any one instrument must all be made 
from the same sheet of material, and the brightness of the 
outside surface of the screens is measured directly with a 
photometer in calibrating the instruments, so that variations 
between one batch of sheets and another do not matter. The 
dark filters used in the goggles worn by the~subject are‘ indi- 
vidually measured for density and are afl of the same material. 
The brightness and angular size of the surface of the screen, 
as seen by the subject, are the main features on which the 
threshold depends. As pointed out by Dr. Yudkin (p. 633), 
the illumination falling on the eye does not really determine the 
threshold, since the same illumination may be visible (if it 
comes from a small bright field) or invisible (if it comes from 
a much larger but dimmer one). In the pentagon test arrange- 
ments are being made to check the surface brightness of the 
screens periodically by sending round a portable photometer. 
There is as yet no agreement even among photometrists as to 
the colour temperature of the light, which should be standardized 
for brightness and illumination measurements, and this intro- 


duces a serious difficulty in adaptometry, as a bluish-white ~ 


and a yellow light having the same brightness at high intensities 
may differ threefold or more in apparent brightness when 
very dim. For this reason it was decided to specify the 
brightness of the pentagon test in terms of the brightness of 
the screens, the type of bulb, and the “neutral” material 
used for the filters; it is easier to obtain a uniform batch 
of a material than g© get special materials made to a known 
spectral transmission curve and density ; but as these properties 
are measurable it would be possible to specify the equivalent 
colour temperature and the brightness: of the ‘screens as seen 


‘by the subject in equivalent foot-candles or candles per square 


foot. It is admittedly not easy to ensure that many instruments 
are identical.within certain limits ; for instance, the small bulbs 
so desirable on account of their low current consumption can 
sometimes change a little, and instrument-making firms do not 
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usually possess suitable equipment for calibrating such instru- 
ments. Yet it appears that such bulbs, with a good voltmeter 
or ammeter, provide the best light source. 

I have measured the candle-power of two of the standard 
candles*provided for the Bishop Harman test in their draught- 
proof lamphouse, and found that during the first 40 minutes 
of burning there was a gradual increase from 0.75 to 2.0 c.p., 
and after that a decline to 0.6 c.p. without there being evidence 
of anything wrong with the candle. After this the candle failed 
in each case to move up in its spring soéket, though there was 
about 1} in. unburnt ; if this escaped notice the light dropped 
further to 0.2 c.p. Thus the light varies over a threefold range 
when the instrument appears to be functioning properly, and 
if one does not watch the behaviour of the candle carefully 
a tenfold change can occur. The literature indicates twofold 
or threefold threshold changes as significant in vitamin A 
deficiency, and suggests that the individual variation in thresh- 
olds among a large population, excluding cases of retinitis 
pigmentosa and other pathological conditions, is about sixteen- 
fold. Thus a twofold or threefold variation in light can be very 
serious for clinical purposes, and a variation as great as tenfold 
would invalidate the test even for rough personnel-selection 
purposes. An endeavour should be made to achieve about 
+15% in the accuracy of night-vision tests for such work. 


Conclusion 

I should like to add two remarks to Major Rycroft’s paper 
on Army night-vision testing. First, it may not have been 
clear that the reason for using goggles with dark filters during 
the test was to exclude stray light in the hut—for a blacked- 
out Nissen hut is by no means totally dark. Secondly, the 
pentagon was originally designed as a multiple or group test 
for examining five men simultaneously, but individual testing 
proved superior in practice. The attempt to make a multipie 
test had, however, introduced instrumental difficulties in 
obtaining even illumination on several panels, which need not 
arise in an individual test. A neutral wedge seems an almost 
ideal method of light control, giving a continuous logarithmic 
scale without appreciable change in the colour of the light, 
and permitting calibration of the wedge at high intensities. 
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A CRITIQUE OF THE BISHOP HARMAN 
TEST ‘FOR NIGHT VISION 
BY 
JOHN YUDKIN,* M.B., Ph.D., F.LC. 


Dunn Nutritional Laboratory, University - | Cambridge and 
Medical Research Counci 


IN COLLABORATION WITH 


ANDREW FERGUSON 
Sheffield, and Trinity Hall, Cambridge 


A new apparatus for the measurement of night vision has 
recently been described by Bishop Harman (1941la, 1941b, 
1943). It consists of 4 groups of white disks, each half an 
inch in diameter, mounted on a black background. Each 
group comprises 4,5, 6, or 7 disks, and only one group 
is uncovered at a time. The illumination is provided by 
a standard candle 5 metres away. The subject, after 15 
minutes in the dark room, is required to stand at such a 
distance from the disks that they can just be distinguished 
and counted. It was found by Bishop Harman that “ the 
average person can count these ... at a distance of 5 
metres.” A shorter distance (down to 1.5 metres) is taken 
to indicate poorer night vision, and a greater distance (up 
to 8 metres) to’ indicate exceptionally good night vision. 

It is clear from the description of the instrument and its 
mode of use that the measurements which are recorded involve 
factors dther than dark adapation. The following considera- 
tions in particular show this (see also Godding, 1941). 


* Sir Halley Stewart Fellow. 


1, The test objects are small and close to each other, so that they 
are perceived mainly by the cones of the macular region. Dark 
adaptation, on the other hand, is much greater in the rods of the 
peripheral field. It might be argued that it is macular vision which 
is concerned with accurate vision, by night as well as by day; in 
fact, however, vision by night is not accurate, and is to a great 
extent peripheral. In using this apparatus we found that the test 
objects are perceived better if the observer is looking a.few degrees 
away from them. It would appear, therefore, that to some extent 
rods as well as cones are used; it seems that a compromise is estab- 
lished between the clarity given by the cones and the better dark 
adaptation of the rods. 

2. Subjects are tested after they have been in the dark room for 
15 minutes or longer. As Bishop Harman tested many subjects at 
a time, some were in the dark for longer than 15 minutes. Now, 
dark adaptation, particularly after exposures to light of high 
intensity such as outdoor sunshine, continues for 30 or 35 minutes. 
It is the rods which are mainly concerned in this prolonged improve- 
ment, and, as we have seen in the previous section, rods are to some 
extent used in this test. Adaptation therefore may not be complete 
in 15 minutes if there has been a long exposure to bright light before 
the test. In view of these facts, it seems likely that subjects tested 
after just 15 minutes might appear to be worse than others tested 
later, simply because the former had not yet attained their best 
possible adaptation. 

3. The small size and the proximity of the disks suggest that the 
ease with which they are seen may be greatly affected by minor 
errors of refraction. Bishop Harman examined all his subjects for 
visual acuity and confined the test to those whose acuity was normal 
according to his “ rotary E” test. It is quite likely, however, that 
differences in acuity, even among these “ normals,” might affect the 
ease with which the disks are seen. In other words, the E test might 
not eliminate sufficiently those whose visual acuity is slightly 
imperfect and whose ability to see the disks is consequently limited 
by this factor. The statement of Bishop Harman that only one of 
427 Canadian soldiers failed to pass the E test lends support to this 
suggestion. 

4. The use of a candle as a standard of illumination has been 
obsolete for 40 years or more. As Walsh (1926) says, “ Although 
once officially adopted in several countries and by various testing 
bodies, candles have now been entirely superseded as practical 
standards of light. For instance, the British Parliamentary candle, 
defined in the Metropolitan Gas Act of 1860, was discarded in favour 
of the pentane lamp by the Metropolitan Gas Referees in the 
Notification for 1898.” 

5. The principle of varying the amount of light entering the eye 
by varying the distance between the test object and the observer is 
highly undesirable. In the first place, it is difficult to calculate the 
illumination entering the eye. Bishop Harman gives the following 
values: at 1 metre=1/393; 2 m.=1/527; 3 m.=1/688; 4 m= 
1/871; 5 m.=1/1075; 6 m.=1/1302; 7 m.=1/1550; 8 m.= 
1/1816 f.c. These values appear to have been derived by assuming 
that the disks act as mirrors, reflecting the incident light in one 
direction only. This is manifestly incorrect, and the disks must be 
taken as themselves acting as new light sources. In other Words, the 
illumination on the eye is inversely proportional to the square of the 
distance of the disks from the subject, whereas Bishop Harman takes 
it as inversely proportional to the square of the distance of the 
source of light from the disks plus the distance of the disks from 
the subject. The actual illumination at the eye may be calculated 
thus: The intensity of light at the disk is given by the formula: 
reflection factor Xx (angular size of disk) x candle-power of source. 

intensity at disk 
The illumination at the eye is then: (qjstance of eye from disk)’. 
Assuming a reflection factor at the disk of 80%, the illumination 
at 1 metre from the disk is 158 x 10~* equivalent foot-candles ; the 
illuminations at other distances are shown in the table. 


Table showing Illumination at Eye at Different Distances from a Disk 
1/2 Candle at 5 metres 
rom Dis 


Illumination at Eye, c.p. x 10-* 


Distance | 
from According to Icula’ 
(metres) | Bishop Harmen Recalculated 
2,540,000 158 
1,900,000 39-4 
3 1,450,000 17-5 
4 1,150,000 9-9 
5 930,000 63 
7 ‘ 
8 550,000 2-45 


The two methods of calculation give very different values, 
so that the illumination according to Bishop Harman varies 
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from 16,100 times the recalculated value at 1 metre to 224,000 
times at 8 metres. The value at 8 metres according to Bishop 
Harman is 22% of that at 1 metre, whereas it is really 1.6%. 

But even these data do not accurately indicate the visual 
effect produced on the retina. Increasing the distance of the 
subject from the disks not only reduces the illumination 
reaching him but also reduces the apparent size of the disks 
and the apparent distance between them. Both of these factors 
alter the visual effect of the illuminated test objects, and it is 
impossible to assess these factors. The data on illumination 
thus give only an approximate idea of the effect of distance 
in altering the visibility of the test object. All the satisfactory 
types of apparatus in current use are provided with a test 
object of constant and known angular size and an illumination 
of variable and known physical brightness. 


The Bishop Harman Apparatus in Use 

The apparatus was tested in two ways. First, since the test is 
performed by Bishop Harman sometimes after just 15 minutes 
in the dark and sometimes after a longer period, an attempt 
was made to determine whether, as we have suggested, improve- 
ment in response occurred subsequent to the first 15 minutes 
in the dark. Secondly, a comparison was made of the Bishop 
Harman apparatus with the Haines apparatus by testing a 
number of subjects on both instruments. The tests were carried 
out in March, 1942, on workers in a factory at Sheffield as 
part of a more elaborate study of dark adaptation. Only 
subjects whose visual acuity was 6/6 or better (Snellen cards) 
were examined, 

Preliminary observations showed that there were several 
possible sources of error, the avoidance of which required 
careful attention. They were mainly concerned with the source 
of light. It was found, for example, that the standard candle 
occasionally burned unevenly, so that the wick became too 
long, with consequently a considerable increase of light. The 
candle is mounted in a holder with a spring to push the candle 
up as it burns and so keep the wick in a constant position. 
In practice, however, the spring may fail to do this after about 


“one or one and a half hours, so that for the remaining 30 


minutes or more the illumination decreases as the flame becomes 
lower in the holder. By frequent examination of the candle 
these errors were avoided so far as was possible. 


1. Improvement of Night Vision with Time 

The test was carried out on 17 subjects at intervals of 5 or 
10 minutes for a total of 30 or 40 minutes after entering the 
dark room. During the first 15 minutes there was always 
considerable improvement, as shown by an increase in the 
distance “at which the disks could be counted. In three of the 
subjects there was no further improvement after 15 minutes. 
In 10 there was a slight but definite further improvement, 
ranging from 0.5 to 1 metre (Fig. 1, curve A). In two individuals 
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Fic. 1.—Bishop Harman test: improvement with time. 


the improvement after the first 15 minutes was 1.5 metres, 
while in two further individuals it was 2 metres (Fig. 1, curve B). 
Quite one-third of the subjects would have been graded as 
“poor” by Bishop Harman at 15 minutes and as “ moderate ” 
or “good” at 30 minutes. These tests were carried out in 


conditions in which the previous light exposure was not very 
great; the men came straight from their work to be tested, 
and they waited in an ante-raom for 5 or 10 minutes before 
the test was begun. The improvement after 15 minutes in the 
dark would presumably be greater if the test were done on 
subjects coming into the dark room after some time outdoors 
on a sunny day in summer. 


2. Comparison of the Bishop Harman and the Haines Instruments 

The principle of the Haines apparatus (Haines, 1938) is the 
control of illumination over a wide continuous range by the 
use of neutral filters, together with a pair of polaroid disks. 
The minimum detectable illumination (threshold illumination) 


LOG ps 1 T T T T T T T 
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GOOD “NIGHT VISION" 


- Fic. 2.—Correlation of Bishop Harman test with dark adaptation 
measured on the Haines instrument. 


is determined at intervals. The instrument used in this work 
has been modified in certain respects and calibrated in absolute 
units of illumination. Its reliability was demonstrated by 
S. Yudkin (1941), and it has since been used by one of us 
in collaboration with G. W. Robertson and S. Yudkin for the 
measurement of the dark adaptation of upwards of 2,500 
individuals (J. Yudkin, 1943; J. Yudkin et al., 1943). Thirty 
subjects were tested with both the Bishop Harman and the 
Haines instruments and a comparison made of the readings 
obtained after at least 35 minutes in the dark. (No improve- 
ment occurred with either apparatus subsequent to this time.) 
If the Bishop Harman apparatus measured dark adaptation 
only, subjects with a high final threshold.as shown by the 
Haines apparatus—that is, with poor dark adaptation—should 
give a low reading with the Bishop Harman apparatus, and 
conversely. In fact, however, little correlation exists between 
the results obtained with the two instruments (Fig. 2). (The 
correlation ratio, r=0.20.) Some individuals with good dark 
adaptation (final threshold log. #«1=3.1) showed a poor per- 
formance with the Bishop Harman test, and others whose dark 
adaptation was bad (final threshold log. »u1 > 3.5) reacted well 
with the Bishop Harman test. 


Discussion 

The fact that dark adaptation is of considerable topical 
interest may lead to the use of unsatisfactory apparatus. This 
has indeed happened on several occasions: the effect has been 
a tendency, especially noticeable recently, to discredit a great 
deal of the reported results on dark adaptation, the sound 
as well as the unsound. 

It will be seen from the findings here reported that the 
Bishop Harman apparatus, as suspected from theoretical con- 
siderations, does not provide a satisfactory measure of dark 
adaptation. Since improvement in performance occurs during 
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the time a subject is in the dark room, dark adaptation appears 
to be one of the factors involved in the response to the test. 
On the other hand, the fact that so little correlation exists 
between the results recorded with the two instruments shows 
that other factors play a considerable part in the response 
to the Bishop Harman test. 


Summary 


An investigation of the Bishop Harman apparatus has been 
made with a view to determining its efficacy as an instrument for 
the measurement of dark adaptation. It has been shown that, 
besides having many theoretical objections, the test is in prac- 
tice unsatisfactory compared with well-standardized apparatus, 
since other factors as well as dark adaptation are involved. 


We are indebted to Dr. K. J. W. Craik for much advice on the 
methods of calculation and interpretation of data on illumination. 
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Medical Memoranda 


Toxic Reactions to Sulphathiazole 


Identical and, I believe, rare toxic reactions to sulphathiazole 
in two patients in the same ward and at the same time are here 
recorded. The syndromes were characteristic enough to make 
recognition easy, once the picture had been grasped. 


Recorps oF Two Cases 


Of two patients, A and B, one had subacute bacterial endocarditis 
and had been running an intermittent temperature of 100° F. He 
had been treated for some months with sulphapyridine 1 g. q.i.d: 
The drug was judged to be losing its efficacy, and a change to sulpha- 
thiazole was decided upon. On Jan. 19 a course of the new drug, 
2 g. q.id., was begun. On Jan. 28 a skin lesion was noticed. That 
evening the temperature rose to 104.6° F., and in the ensuing days 
it remained near this figure, irregularly remittent. Delirium was 


present. The lesions started as a number of well-separated discrete 


subcutaneous nodules. These quickly—in 24 hours—involved the 
cuticle and when fully developed presented Rh yy macular 
plaques. The centres appeared to be dep owing to a —_ 
row of accurately radial pinhead vesicles at the perimeter. e 
whole, varying in size from a pea to a silver threepenny-piece, gave 
a rosette effect. Within 24 hours scabbing, without abatement of the 
inflammation, had begun The distribution was: forehead first, then 
the sides of the neck in the mastoid regions, and finally the backs 
of the hands and extensor aspects of the+forearms. There was no 
pruritus. 

Case B was one of traumatic thrombophlebitis of the leg with 
some superficial gangrene. Here, too, was a mild febrile reaction— 
100° to 100.4° F. To reduce possible infection, on Jan. 24 sulpha- 
thiazole in the same dosage as with A, but four-hourly, was begun. 
For two days the temperature fell—reaching normal on Jan. 26. 
Thereafter it rose by about 0.5° F. each day. Jan. 29 several 
nodules appeared on the forehead. These developed as with Case A, 
with similar distribution and order of appearance, but the fever 
never exceeded 102.8° F. 

The diagnosis of Case A had at first been “ a shower of emboli,” 
and, in fact, on the last day the dosage of the drug was increased 
to 2 g. four-hourly. Then the striking identity of distribution and 
sequence in the two cases was observed. The lesions were carefully 
compared, and were found to ye | in every respect. A common 
infection was next considered, but this seemed improbable. The two 
lay in separate and reasonably distant rooms in a ward of some 
35 beds. The chances of conveyance were fairly remote. Finally 
the drug was considered, and on the evening of Feb. 2 it was dis- 
continued in both cases. On the following morning A’s temperature 
was normal; B’s continued to fall during the next week, reaching 
normality on the seventh day. (A was taking fluids well; B rather 
poorly.) In both cases the skin lesion from the first day 
after discontinuing the drug. In four days both were clear. 


COMMENT 
The coincidence of time and place is remarkable. It consider- 
ably reduces the element of doubt, so often and inevitably 
present in the purely clinical diagnosis. 
I would like to express my indebtedness to Dr. J. F. Gaskell for 
permission to publish this note ; indeed, for the suggestion to write it. 


Addenbrooke's H. C. Scott, M.R.C.S., L.R.C.P. 


Reviews 


ALDOUS HUXLEY ON VISION 


The Art of Seeing. By Aldous Huxley. (Pp. 143. 7s.) London: Chatto 

and Windus. 1943. 

Aldous Huxley had bilateral keratitis at the age of 16 which 
left him with greatly reduced vision. As is common in such 
cases, his sight improved towards middle life. After he had 
become an ardent devotee of the Bates method of visual 
training his vision improved so that it was “twice as good 
as before.” To repay a debt of gratitude to his benefactor and 
to make his art more widely known, Huxley has ventured into 
medical literature and written a book—The Art of Seeing. 

Bates’s hypothesis is, of course, well known to the medical 
profession: visual derangements and refractive errors are due 
to a deformation of the eyeball by a condition of nervous 
and muscular strain in the extra-ocular muscles; for this 
reason, according to Bates, the refraction may change “a dozen 
times or more in a second,” if a child tells a lie, and so on. 
According to Huxley “ disappointed love” can produce refrac- 
tive errors ; and. myopia in children, while it may be influenced 
by physical factors, is essentially due to the fact that school 
children “are often bored and sometimes frightened . . . so 
that they emerge from the educational ordeal with myopia or 
some other defect of vision.” The universal treatment in all 
cases is the induction of cerebral and ocular “ dynami¢ relaxa- 
tion,” on the achievement of which the eye becomes normal. 
This desirable condition is attained by exercises which include 
palming (covering the closed eyes with the palms of the hands 
and imagining a beautiful scene), butterfly blinks, relaxed 
breathing, sunning (“letting go and thinking looseness,” and 
turning the eyes to the sun), swinging (rhythmic swaying of 
the body while looking out of a window -to make the mind 
“friendly to movement” and “soothe” it “as do the’ move- 
ments of the cradle”), nose-writing (writing with an imaginary 
pencil attached to the end of the nose), flashing with dominoes, 
shifting, rubbing and kneading the upper part of the nape of 
the neck, and a host of other procedures which Huxley admits 
are undignified but which he assures us permanently help the 
vision. 

Whatever be the value of the exercises, it is quite unintelligent 
of Huxley to have confused their advocacy with so many mis- 
statements regarding known scientific facts. It has been shown 
that the hypothesis upon which these methods of treatment are 
based is wrong; but Huxley, while admitting he is ignorant 
of the matter and unqualified to speak, contends that this is 
of no importance because the method works in practice and 
gives good results ; it comes into the category of “art,” not 
of “science.” This argument is perfectly allowable, for in 
other spheres than medicine empirical methods have often 
produced effective results the rationale of which may be 
mysterious. The most stupid feature about his book, however, 
is that he insists throughout on the physiological mechanism 
whereby these exercises are supposed to work. It would at 
least have been logical if he had continued to allow the reader 
to assume that he was speaking in ignorance of anything except 
results. He only borders on the ridiculous when he says that 
these methods result indirectly in the relief or cure of many 
serious diseases of the eyes, such as glaucoma, cataract, iritis, 
or detachment of the retina, because they “reduce nervous 
muscular tension, increase the circulation and bring back the 
vis medicatrix naturae to its normal potency.” Like the bone- 
setter who treats by forcible manipulation every joint whether 
rheumatic or tuberculous, or most obsessionists who believe 
that every virtue resides in one particular drug or practice, 
he treats all visual troubles as one all-embracing unity, all 
amenable to one sovereign remedy. : 

There is, of course, another side to the argument. There 
would appear to be no doubt that these exercises have done 
Aldous Huxley himself a great deal of good. Every ophthalmo- 
logist knows that they have made quite a number of people 
with a similar functional affliction happy. And every ophthalmo- 
logist equally knows that his consulting-room has long been 
haunted by people whom they have not helped at all. Huxley 
is quite right when he says that there is a tendency for the 
ordinary person, when there is a falling-off in vision, to “ hurry 
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off to the nearest spectacle shop” and there get fitted for 
a pair of glasses by someone who has “no knowledge of him 
as a physical organism or as a human individual.” Nothing 
could be worse medicine than the indiscriminate and mechanical 
prescription of spectacles. He is quite right in saying that 
visual disabilities are often muscular and often psychopathic 
in origin. But every competent ophthalmologist treats th: 
former with curative exercises (of a more scientific type thin 
«those recommended here), and, in the second case, at the least 
should advise the patient of the origin of his difficulties and 
suggest steps for their amelioration. For the simple neurote 
who has abundance of time to play with, Huxley's antics »f 
palming, shifting, flashing, and the rest are probably as good 
treatment as any other system of Yogi or Coué-ism. To these 
the book may be of value. It is hardly possible that it will 
impress anyone endowed with common sense and a critical 
faculty. It may be dangerous in the hands of the impres- 
5 sionable who happen to suffer from glaucoma or detachment 

ae of the retina, and undoubtedly will be dangerous in the hands 
a of the anxious parent of a myopic child who may be misled 
ue into neglecting the fundamental medical problems of growth, 

3 constitution, endocrinology, and rational ocular care, and may 
be persuaded to subject it to dangerous eye-strain in the absence 


im of spectacles. But the greatest value of the book will be to 
tet the psychiatrist as an intimate and revealing ,self-study in 
psychology. STEWART DUKE-ELDER. 
ENCEPHALITIS 
Be: Encephalitis : A Clinical Study. Edited by Josephine B. Neal, M.D., Sc.D., 


a F.A.C.P. Foreword by Hubert S. Howe, M.D. (Pp. 563. 42s.) London: 


H. K. Lewis and Co. 1942. 

This book, edited by Josephine B. Neal, is a publication which 
has been rendered possible by the Matheson Commission for 
Encephalitis Research. It covers the whole field of encephalitis 
- as that term is used to describe both those diseases known to 
- be due to infection of the brain with neurotropic viruses and 
the demyelinating disorders, the aetiology of which is still 
obscure. Different authors, including Dr. Neal, discuss the 
clinical features, epidemiology, pathology, and treatment of 
encephalitis. Each section is followed by references, and the 
book is thus a comprehensive review of what is known of the 
subject, or, perhaps one should say, what was known when it 
~ reached the printers, for there are important new observations 
on the epidemiology of St. Louis encephalitis and equine 
x encephalitis which are too recent to have been included. It 
would have been more valuable if much of the space devoted 
to encephalitis lethargica—about half the book—had been 
+ allotted to poliomyelitis. ‘Encephalitis lethargica is not now of 
sufficient clinical importance to justify such a lengthy recapitu- 
lation of what has already been published in earlier volumes 
; by the Matheson Commission, and in any case is in all the 
ie textbooks. Poliomyelitis is as much entitled to be included in 
a book on encephalitis as the Guillain-Barré syndrome, which 
+ finds a place in this one, and, as recent work has shown, it 
Py has close epidemiological affinities with several forms of 
encephalitis. It is somewhat ccnfusing, too, in a book 
describing so many forms of epidemic encephalitis to limit 
this term to encephalitis lethargica. The book will be found 
useful, especially by neurologists, paediatricians, and public 

health experts. 


CONTROL OF SCABIES 

Scabies. By Kenneth Mellanby, Ph.D. Oxford War Manuals. (Pp. 81. 

5s.) London: Oxford University Press. 1943. 
; Practitioners will welcome the opportune publication of 
- Dr. Kenneth Mellanby’s Oxford War Manual on scabies. Some 
: such authoritative production has been clearly required to 
establish a settled policy in treatment and to separate the good 
from the indifferent or the actually bad. Thus on page 60 
there is printed a table showing the comparative efficiency of 
different methods. Sulphur ointment and benzyl benzoate 
emulsion come through the test well, achieving nearly 100% 
of cures. On the other hand, sulphur taken internally is shown 
to be completely valueless ; and many other methods, despite 
popular advocacy, make very poor showing—sulphur soap, for 
example, achieving only 17%, and the thiosulphate-hydro- 
chloric acid method a meagre 25%. Dr. Mellanby is of the 
opinion that disinfestation of contact garments and ‘bedding 
has been over-emphasized, and that; as*the Ministry of Health 


has decided, disinfestation of the clothing and blankets of 
scabies patients may reasonably be dispensed with (p. 42). In 
this connexion the opinion of Ferdinand Hebra is often quoted, 
though not by %r. Mellanby. Hebra was certainly against 
formal disinfection by heat or vapour. Whether he was 
equally opposed to simple hygienic measures such as washing 
and irening 1s uncertain, as his statement is a little confused, 
In any case Dr. Mellanby allows these methods, or others 
of a more searching character, where it is considered necessary 
to use them. 

The way in which scabies is transmitted must obviously be 
closely bound up with disinfestation, although we have perhaps 
still to decide the usual means of dissemination. Scabies, 
Dr. Mellanby tells us, is essentially a domestic disease, and 
bedding is certainly able to transmit it under favourable con- 
ditions. He also lays stress on the sleeping partner. He 
mentions that, in the last war, men in the trenches may have 
transmitted scabies among themselves to a limited extent. This 
last observation seems improbable, because it was when troops 
were in rest, and clothing was removed and communal blankets 
were in use, that conditions favourable to contamination arose. 

The author has completed a brilliant and successful research. 
Both the practitioner and the expert will find much that is 
original, and in the details of treatment and diagnosis a clear 
and simple description of the necessary facts and procedure. 
Dr. Mellanby has made a good job of it. 


e = 


Notes on Books 


Dr. Witt1aAM J. DIECKMANN wrote his monumental treatise The 
Toxemias of Pregnancy for a dual purpose—to correlate recent 
advances in obstetrical physiology for the benefit of the obstetrician, 
and to present the non-obstetrical investigator with the facts of the 
physiology.and pathology of obstetrics. By means of this form of 
“* pincer movement ” he marshals all the available material for a 
co-ordinated assault on that elusive enemy, the aetiology of pregnancy 
toxaemia. The material collected is imposing and skilfully arranged 
in six sections. These deal with the classification, incidence, and 
pathology of the toxaemias of pregnancy; normal and abnormal 
physiology; the aetiology of eclampsia; clinical aspects of the 
toxaemias ; treatment; and maternal and foetal prognosis. As might 
be expected in a work so comprehensive, reference to other papers 
is frequent, and a valuable list of these references is summarized at 
the end of each chapter. This cannot have been an easy book to 
write, and in spite of its concise and lucid text and excellent illus- 
trations it is not an easy one to read, but as a book of reference it 
will be most valuable to research worker, teacher, and clinician. It 
is published by Henry Kimpton at 37s. 6d. 


Preparations and Appliances 


A NEW ST. MARK’S HOSPITAL DILATOR 
Mr. W. B. GasrieL, F.R.C.S., writes: 

The St. Mark’s Hospital pattern of rectal dilator has proved, 
over a course of many years, to be an invaluable instrument 
in the treatment of patients suffering from conditions associated 
with spasm of the anal sphincter or contraction of the anus. 
In the after-treatment of surgical operations on chronic anal 
fissures, certain fistulae, etc., it is indispensable. Owing to the 
shortage of metal and labour the chromium-plated metal 
dilators have lately proved difficult to obtain, so at my sugges- 
tion Messrs. Allen and Hanburys have manufactured a dilator 
in glass, 34 inches in length, and instead of a graduated taper 
the new model has a more “ streamline ” design which permits 


ALLEN & HANBURYS LU? 


the maximum diameter of 1 inch to be reached about 3/4 inch 
proximal to the flange. This enables the full dilatation to be 
applied not only to the anal margin but to the entire length of 
the anal canal. The dilator is not composed of solid glass 
but is stout enough to stand boiling and “fair wear and 
tear”; it is light and easy for the patient to handle, and it is 
inexpensive. I think the glass dilator looks less formidable to 
the nervous patient than the metal one, and in practice I find 
that it passes very easily and is undoubtedly efficient. 
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PSYCHIATRY IN THE GENERAL HOSPITAL 


Whatever may be the ultimate scope of the new physical 
methods in the treatment of mental diseases they have 


collateral advantages of no inconsiderable kind. Their . 


tangibility makes them easily acceptable by the layman, 
sometimes perhaps dangerously acceptable; and for the 
same reason they have an appeal to medical men in 
general, who, somewhat to their own detriment, are still 
apt to regard mental diseases as things apart from their 
concern. The actual physical treatment of mental disease 
which is in use, for example, at the Sutton Emergency 
Hospital, and described by Dr. Dalton Sands in this 
number at p. 628, should have the effect on many people 
of bringing mental diseases within the same category of 
thought as physical ill-health. The effect, moreover, on 
the staff of a hospital which carries out these new thera- 
peutic measures is to create an atmosphere of activity, 
interest, and hope which it was extremely difficult to create 
before in any hospital devoted to the care of the mentally 
disabled. About its moral effect on the patients themselves 
there is no doubt whatever. They above all people appre- 
ciate the reality of the methods and the amount of attention 
that they receive from doctors and nurses in the process— 
even apart from the actual results in curtailment of suffer- 
ing. But there are still greater advantages. Early treat- 
ment becomes more possible because both patients and 
relatives are willing to accept it, and Sands’s paper shows 
that a general hospital can become a suitable place for the 
treatment of many mental illnesses which hitherto have 
had to be sent to special hospitals. s 

To bring mental disease back into close contact with 


general medicine, from which it should never have been | 


allowed to separate itself so long and so far, is the most 
fundamental step that can be taken in any programme of 
advance, not only in psychological medicine but in medi- 
cine as a whole, because it profits both realms. And any 
reorganization of medical services now being contemplated 
which ignores this will fail lamentably to provide the com- 
prehensive service advocated by Sir William Beveridge. 
If “ mental medicine ” is properly integrated with “ physical 
medicine ” the patient, whether his illness shows itself as 


_a mental or physical reaction, is much more likely to come 


to be regarded as a personality rather than as a collection 
of individual organs. No doctor who takes the narrower 
point of view can hope to be as effective in his own 
specialty as he could be if he remembered always that 
his patient has a social meaning as well as a liver or a 
heart or a thalamus. As an estimate of what can come 
to pass in this direction Sands’s paper is worthy of note. 
In two wards in a general hospital with 46 patients suffer- 
ing from nearly all varieties of mental illness, short of the 
severely disturbed type, 80% of them were returned 
to ordinary life cured or much improved with the aid 
of insulin, electric shock, continuous narcosis, or even 
leucotomy. The consequences of the success of a policy 
of this kind can be very great. It makes the introduction 
of psychiatric wards in a general hospital more desirable 
and more practicable than ever before. Such wards as 
already exist for this purpose in King’s College Hospital 


and in the Middlesex Hospital can look forward to a 
wider usefulness, and the introduction of entire psychiatric 
units such as the York Clinic at Guy’s Hospital is addi- 
tionally justified. It-would be a pity if enthusiasm for 
the provision of facilities for psychotherapy in general 
hospitals were to obscure the need for providing in the 
same hospitals facilities for modern psychiatric treatment 
by physical means. The dangers of compartmentalism in 
medicine should be stressed. 

It is of course necessary to remember that this particular 
experiment at the Sutton Hospital was carried out with a 
prognostically favourable-group. On the whole they were 
women who had broken down under special stress and for 
the most part fairly recently. They were all fairly young, 
and it has to be remembered also that similar cases can 
do well if put in really suitable surroundings and given 
adequate rest and proper general care. It is true also that 
there is some risk of exaggerating the effect of such 
methods. Statistics of shock treatment tell a very contra- 
dictory story at the present time: this is in regard to ulti- 
mate results rather than to duration of illness, which they 
undoubtedly shorten. At the same time it is noticeable 
that with various shock treatments something may happen 
to the doctor as well. His judgment of the clinical state 
of the patient after treatment seems to be rose-coloured by 
expectation, so that where formerly he would have prided 
himself on his skill in detecting residual symptoms follow- 
ing apparent recovery, he is now rather apt to imitate the 
Nelson touch, in the manner of the times perhaps, and 
to fail to see them altogether—a kind of professional 
amaurosis, psychologically determined. But there can be 
little doubt that even the most ideal surroundings and the 
most special care would fail to produce satisfactory results 
as speedily as these newer methods. And, whatever 
methods of treatment and prevention are eventually found 
to stand the test of time, the administrative temptation 
to split the whole person into two parts—‘“ mental” and 
“ physical "—must be withstood by those who care for the 
sick. 


MASS RADIOGRAPHY UNITS 

Mass miniature radiography has proved its usefulness in 
the Services—particularly the Navy—for the detection of 
chest abnormalities, but its extension to the civilian popu- 
lation, as encouraged by the Ministry of Health, brings in 
some special considerations and difficulties. It is one thing 
to require people in a disciplined Service to submit them- 
selves for examination, and quite another to persuade 
members of the public of its necessity or value. At the 
invitation of the Minister a subcommittee of the Advisory 
Committee on Tuberculosis, incluling a number of well- 
known radiologists, was set up to consider the establishment 
and operation of a scheme, and the result is published in the 
form of an Advisory Report on the Working of a Mass 
Radiography Unit. Incidentally, let us plead for the adop- 
tion of the term “ fluorography,” which is the term used 
by de Abreu of Brazil, who devised the method. The 
method depends upon the photography of the image 
obtained on the fluorescent screen. It is true that the 
image is obtained by x rays, but the process so far as the 
35-mm. film is concerned has little relation to diagnostic 
radiography as commonly understood, and on the analogy 
of fluoroscopy the term “fluorography” suggests itself. 

The subcommittee lays it down as essential that only 
standardized methods must be used. Improvisations are 
to be discouraged. The report sets out the standards for 
the radiographic and photographic apparatus, the screen 
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for viewing the enlarged image, the record card which 
ensures that each radiograph is related to the individual 
concerned, and the terminology to be used in describing 
the findings either of pulmonary disease or of cardio- 
vascular abnormalities. The apparatus consists of four 
principal parts: high-tension transformer, control panel, 
x-ray tube and stand, and screen and camera unit. The 
problem of portability—the apparatus weighs about a ton 
—with a generator to supply current offers some difficulties 
at present, so that use must be made of fixed sites of 
operation in fairly well populated areas. The housing of 
a unit requires x-ray room, dressing room, dark room, 


projection room, and rooms for medical director and staff. , 


The procedure suggested is for groups of sixty or so to 
attend at half-hour intervals (in the Services, we believe, 
it has been possible to deal with up to 200 an hour). The 
individual will first obtain a record card from the clerk, 
and the number of the card will appear in the photograph ; 
after returning from the x-ray room he will surrender his 
card to the clerk, who will enter the particulars in a day book. 

The medical director of the unit, preferably a member 
of the tuberculosis staff of the authority, working under 
the medical officer of health, will be assisted by a radio- 
grapher and a technician, and the services of a consultant 
radiologist will be available. The medical director’s work 
will consist of daily attendance to interpret the films ; but, 
the work being tedious, the sessions should not exceed one 
and a half hours, and he should have clinical duties in 
addition. The task of examination should not be under- 
taken by two persons at once, because there might be a 
tendency for each to trust to the other and for the atten- 
tion to wander. The object is simply to sift out the photo- 
graphs which suggest an abnormality. When an abnor- 
mality is found the subject is recalled and a full-size 
skiagram taken, preferably at the clinic where the mass 
radiography is done, so as to avoid any premature associa- 
tion with the tuberculosis dispensary, with its psychological 
disadvantages. The result of the second examination is 
sent to the subject’s private doctor, with, if there is ground 
for suspecting tuberculosis, a recommendation to consult 
the tuberculosis officer ; and at this stage, of course, the 
clinical and radiological staff of the tuberculosis service 
co-operate. The examination will disclose conditions other 
than tuberculosis (in some figures for the Navy which we 
have seen 25% of the chest abnormalities were due to 
non-tuberculous lesions), but it is thought that in view of 
wartime shortage of doctors the tuberculosis officer should 
have the chief responsibility for dealing with these cases also. 

There remains the great difficulty of the choice of sub- 
jects for examination. Here discreet propaganda will be 
necessary. Mass radiography cannot be forced upon the 
public. People must be told what it offers, and the impor- 
tance of what it may discover must be made clear without 
exaggerations which would bring discredit on the pro- 
cedure. It is suggested that the members and advisers 
of the local authority should be the first to seek examina- 
tion, followed by young persons leaving secondary schools. 
The approach to people already in employment must be 
made with care. Any attempt to make examination a.con- 
dition of employment must be discouraged—at least until 
the idea of routine examination of persons apparently 
healthy is more generally accepted. If it is proposed to 
examine employees in any factory the representatives of 
the trade unions concerned should be approached. Statis- 
tical information might be given to an employer, but only 
if it did not prejudice individual employees. Equally the 
co-operation of the works medical officer might be sought, 
but only if there was no suggestion that his participation 


would prejudice the confidential nature of the examination, 
The matter is difficult. No eager queue of examinees is 
to be expected in the initial stages. Central and local 
propaganda is necessary, but this must be in wise hands, 
otherwise it may deter more than it persuades, and in 
some cases an undesirable “tuberculophobia” may be 
created. It might be stressed that mass fluorography aims 
at discovering how many people have healthy lungs. 


TROPICAL HYGIENE 

Prof. Douglas Lee of the University of Queensland has 
published a very useful “ Basis for the Study of Man’s 
Reactions to Tropical Climates,” with a bibliography of 
350 references. In this he considers the mechanism of 
loss of heat from the body, and the bodily reactions to 
diminished heat loss, the adaptive reactions and failure 
of such adaptations, with consequent heat stroke, heat 
exhaustion, heat cramps, and superdehydration of the 
body. He says that very little is known of the mechanism 
of acclimatization. In discussing climate and loss of heat 
he deals in particular with the Queensland climate, with 
the habitability of such tropical regions by white men, and 
with means of protection against heat elements in climate. 
He finds that Queensland as a whole is suitable for settle- 
ment by the white race, but selection and individual adapta- 
tion are necessary for the more tropical parts : Cape York 
is not a suitable region. In dealing with protection against 
heat he recommends that for hot dry climates outdoor 
clothing should be stout, extensive, and loose to permit 
mild convection currents set up by body movement ; such 
clothing, shielding the body from radiation and hot air, 
is worn by the Arab. In hgt wet climates light, porous, 
scanty, and loose garments are required so as to allow 
free removal of air saturated with evaporated sweat. When 
the body is exposed to the sun in such climates it needs 
some light protective covering, leaving ample ventilation 
of the limbs and neck. Underclothing is not necessary 
in hot dry climates, but further outer protection is needed 
at nightfall when the temperature drops. The use of light 
underclothing in hot wet climates may be of advantage 
for soaking up sweat that would otherwise roll off the 
body. Radiant energy has no specific local effect upon 
the brain, but a broad-brimmed hat is needed in hot dry 
climates to protect against the warming of the whole body 
by radiation, and to prevent glare. In hot wet climates 
there is much less need for headgear. 

As to housing, the thick-walled, small-windowed, heavily 
shuttered Arab house set in a courtyard and kept closed 
from early morning to late afternoon is suitable for hot 
dry climates, while the lath-built, thatched, airy dwelling 
of the Polynesian is suitable for hot wet climates. In fact 
the rules for housing correspond to those for clothing 
under the two conditions. In hot dry climates interference 
with air movement by fly-screens and mosquito-net is not 
detrimental to body cooling, whereas in hot wet climates 
it is disadvantageous. A lowering of air temperature in a 
house on hot dry days can be effected by a water-blind 
kept wet by slow dripping from a pipe or siphoning from 
a trough, with a breeze blowing through it from a fan or 
otherwise. This is the simplest method of air-conditioning 
to be used if water is available. The large medium-velocity 
overhead fan is preferable to the high-velocity table fan, 
but increased air movement may not help in hot dry 


1A Basis for the Study of Man's Reactions to Tropical Climates. - By 
Douglas H. K. Lee, M.Sc., M.D., B.S., D.T.M. 1940. University of Queens- 
land, Department of Physiology, Vol. 1, No. 5. Price 8s. 
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climates when the air temperature is higher than that of 
the body, except of course for carrying away the heat 
of a cooking stove. Increasing air movement in hot moist 
climates affords great relief by favouring evaporation of 
sweat. Full air-conditioning plants are a public necessity 
in at least half of Queensland. There are great com- 
mercial possibilities in the provision of such plants in 
tropical climates, as well as at home, after the war. As 
to personal habits, excessive exercise and use of protein 
are to be avoided ; under-activity is also a danger: one 
must not slip into lax habits of mind and body. A 
balanced diet, moderation in alcohol, great cleanliness, 
and avoidance of infection are all required in the Tropics. 
There should be a greater intake of fluid than is customary, 
and for heavy workers an additional 1/4 oz. of salt a day 
in hot, dry periods to make good the loss in sweating. 
Prof. Lee’s study will stimulate to combined inquiry 
research workers who have hitherto felt isolated in a maze 


of conflicting opinion. 


HEALTH UNITS FOR THE WEST INDIES 
A large-scale demonstration of the health unit system—by 
which it is hoped to improve the standard of health 
throughout the West Indies—is being staged in Jamaica 
to serve as a mode! and training ground for twelve other 
schemes in Jamaica, and many more throughout the islands. 
The health unit, a new idea for the Colonies, is an organiza- 
tion which provides a small community with the’ means 
to prevent and cure disease. Its main functions are seven : 
health education, ante-natal and maternal care, child wel- 
fare, school medical work, prevention of endemic diseases, 
control of endemic diseases, and sanitation. The work of 
the unit is carried on from a centre, where a medical officer 
of health has his office. Clinics are held for treatment, 
and an important feature is a meeting-room for talks, lec- 
tures, and demonstrations. Away from the centre will be 
branches, staffed by nurses and midwives, who will also 
visit the people’s homes. Village health leagues will be 
formed, and the centre will put out health propaganda. 
The Jamaica Centre is to have a model venereal disease 
clinic, and start an intensified campaign against yaws. 
The underlying assumption is that with good team work 
the health unit system can accomplish far more than a 
much larger number of doctors working independently 
could do; it can get into close touch with the people and 
can be linked with social welfare, agriculture, education, 
and other efforts to raise the standards of rural life in the 


West Indies. 


FOUR-YEAR PLAN FOR CHILDREN’S NURSERIES 
Lack of suitable family houses and the improvised 
dwellings that will be used immediately after the war are 
among the reasons put forward by the National Society 
of Children’s Nurseries for an increased demand for 
children’s nurseries after hostilities end. The chairman of 
the society, in a memorandum which has been sent to 
the Minister of Health, states that about 16% of children 
attending school for the first time at the age of 5 suffer 
from defects, most of them preventable, due largely to 
‘bad housing, poverty, ignorance of mothercraft, overwork 
on the part of the mother, and the absence of regular and 
frequent supervision. A good deal of help, he points out, 
is given to mothers at infant welfare centres, but attendance 
at these centres falls off after the child reaches the age 
of 1 year, while there is ample evidence of improvement 
in the physical and mental development of children who 
attend regularly. Nursery provision should be an integral 
part of reconstruction, and no new housing scheme should 
be considered complete without it. The memorandum then 
describes a four-year plan for children’s nurseries. It says 


that if a start were made within a year of the end of the ® i. 
war, premises to accommodate 300,000 children up to the 
age of 5 and trained staff could be available within four ‘ 
years. The children would fall into two groups. In the first 
would come those for whom full-time nurseries are neces- 

sary because their mothers go out to work, or because of _ 
sickness in the home, or for other reasons. One-third 
of the provision—100,000 places, which is equivalent to ’ 
approximately 4% of the child population between 2 and 5 . 
years of age and 24% of those under 2—would be allo- i 
cated to this group. Nurseries for these children would ' 
have to be open 5} days a week for at least 9 hours a _ 
day and for 52 weeks a year. In the second group would ee 
be children under 5 who require a nursery day of 7 hours : 
for, say, 48 weeks a year. These 200,000 places, it is sug- 
gested, would be used to the best advantage by giving a 
day’s holiday each week to the mothers of 1,000,000 
children. It is estimated that the cost in group 1 would iq 
be 3s. 6d. a day and in group 2 3s. a day, of which the 

parents would pay Is. A foreword to the memorandum 

says that the plan, by its nature, constitutes a “charter for 
mothers.” In addition to ante-natal and post-natal clinics, 
improved midwifery and lying-in services, and maternity 

benefits in cash, such a charter must include: (1) suit- 

able housing with the benefit of modern labour-saving 

devices ; (2) children’s allowances ; (3) training in mother- 

craft; and (4) proper provision for a regular weekly a 
holiday. It is good to know that the needs of the working 

mother are not being overlooked. 


PATHOGENY OF THE SPRUE SYNDROME 
It is now generally agreed that tropical sprue, idiopathic 
steatorrhoea, and coeliac disease are varieties of the same 
disorder—the “ sprue syndrome.” The pathogenesis of this 
syndrome is still a matter for discussion, although it is 
generally agreed that it is a disease of malnutrition, the 
primary defect being faulty absorption from the intestine, 
particularly of fat and carbohydrate. Verzdr' originally 
suggested that fat, like carbohydrate, is absorbed from the 
intestinal mucosa by a process of hydrolysis, phosphoryla- 
tion, and resynthesis to neutral fat, the failure in sprue 
being one of phosphorylation due to lack of adrenal 
hormonal control. This notion has been disproved by 
a number of workers. Stannus? has now come forward 
with a novel hypothesis to explain the defect in intestinal 
absorption. He states that the absorption of neutral fat 
in sprue is normal, but that of fatty acid, glycerol, choles- 
terol, and glucose is defective. The loss of power to absorb 
these is due to failure of phosphorylation, an essential pro- 
cess for their absorption by the intestinal mucosa. Neutral 
fat and fructose are normally absorbed without phosphory- © 
lation, and this would explain the success of the older 
methods of treating sprue with strawberries and bananas. 
Calcium is lost to the body because it forms insoluble 
soaps with the free fatty acids, and phosphorus is lost by 
the defect in phospholipid formation resulting from failure 
of phosphorylation. The loss of calcium and fats, with 
their fat-soluble vitamins (A, D, K), is responsible for the 
bone changes, tetany, and failure of blood-clotting so often 
seen in the sprue syndrome. The mass of unabsorbed fatty 
acid and gas due to the fermentation of unabsorbed glucose 
causes intestinal delay and passive distension, together with 
other signs commonly demonstrated radiologically. Like 
Verzdr, Stannus believes that the physiological lesion in 
sprue is failure of phosphorylation, but that this is due 
not to adrenal insufficiency but to a defect in the enzyme 
system catalysing phosphorylation. He believes that the 
coenzymes of this system are members of the vitamin B, 


1 Absorption from the Intestine, by F. Ma Terr 1936. 


2 Trans. roy. Soc. trop. Med. Hyg., 1942, 
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PERIPHERAL NERVES IN RHEUMATOID ARTHRITIS 


complex, including riboflavin, nicotinic acid, , pyridoxine, 
choline, and possibly other members. The observation of 
Birch® that pyridoxine plays a part in the absorption of 
unsaturated fatty acids by the intestinal mucosa and their 
incorporation into phospholipids suggests that this member 
of the vitamin B complex may play a part in the patho- 
genesis of sprue. It also seems possible, as Stannus points 
out, that the loss of certain phospholipids containing un- 
saturated fatty acids may explain the causation of anaemia 
in sprue, and the nature of the fatty acids in the diet may 
even be a factor in determining the geographical distribu- 
tion of the disease. 

These observations would explain the beneficial effect of 
liver, rich in the vitamin B complex, in sprue. The response 
of the sprue patient to parenteral liver therapy is beyond 
all doubt. The .hypothesis of Stannus receives support 
from the observations of May and his co-workers,* who 
have recently shown that the absorption of fat and glucose, 
the intestinal motility, and indeed the whole clinical course 
of coeliac disease are favourably influenced not only by 
crude extracts of liver given parenterally but also by 
mixtures containing vitamin B,, riboflavin, nicotinic acid, 
pantothenic acid, and pyridoxine given parenterally. Oral 
therapy gave unsatisfactory results. It is known that both 
riboflavin and coenzyme I—a complex containing nicotinic 
acid amide, adenine, pentose, and phosphoric acid—may 
function in the transfer of phosphoric acid, and it is pos- 
sible that other members * the vitamin B, complex may 
do so as we. 


THE PERIPHERAL NERVES IN RHEUMATOID 
ARTHRITIS 

The part played by the nervous system in the pathology 

of rheumatoid arthritis has often: been investigated on 


_ account of the trophic features which the disease frequently 


presents, and for this reason the term “ atrophic arthritis ” 
is generally preferred in the U.S.A. A group of workers°® 
at Wayne University, Detroit, have recently examined the 
condition of the central nervous system and the peripheral 
nerves in chronic arthritis. No specific or characteristic 
lesions were found in the brain and spinal cord. The 
sympathetic chain and peripheral nerves were next investi- 
gated in five cases, all of which presented the clinical and 
pathological features of chronic atrophic arthritis. The 
ages of the patients ranged from 49 to 73 and the duration 
of the disease from 4 to 16 years. In each instance nodules 
were found in the main nerve trunks of the limbs, situated 
in the perineurium and sharply circumscribed and inflam- 
matory in character. In a large number of cases other than 
of arthritis no nodules of the same kind were found. The 


» nodules strikingly resembled the subcutaneous nodules 


seen in rheumatoid arthritis. The endoneurium was not 
involved, and there were no pathological changes in the 
nerve fibres themselves. The authors recall that Koeppen® 
reported circumscribed perivascular lymphocytic infiltrations 
in the endoneurium of the sciatic nerves in three out of seven 
cases of rheumatic fever ; in a second group of healed cases 
no such lesions were found. This observation is consistent 


-with the fact that in rheumatic fever the subcutaneous 


nodules disappear with the decline of the active phase of 
the disease, whereas in rheumatoid arthfitis they generally 
persist. 

The conclusion drawn by the Detroit workers is that 
these nodules in the peripheral nerves are specific to 
chronic atrophic arthritis and should be classified under 
the term “ rheumarthritic nodulous perineuritis.” After a 
careful comparison between the symptoms of polyneuritis 


3 J. biol. om 1938, 124, 775. 
4 J. Pediat., , 21, 289. 

5 Freund, aioe Leichentritt and Price, Amer. J Pathol., 1942, 18, 865. 
6 Koeppen, Virchows Arch 03D, 286, 303. 


and those of atrophic arthritis it is suggested that 
pains, paraesthesias, and trophic cutaneous symptoms ma 


be due to the irritating action of these peripheral-nerve 
The lesions are considered to provide additional] When 


lesions. 


evidence of the close relation between rheumatic fever and| into © 


chronic atrophic arthritis. The observations are too few 
to justify sweeping conclusions, but further research along 
similar lines is clearly called for. When the work was 
begun the nature of the results was not anticipated, and 
so it was not possible to correlate the severity of the nerve 
lesions with the degree of involvement of the joints. All 
the cases were of long duration and in middle-aged or 
elderly subjects. A similar investigation into the more 


acute types of shorter duration and in younger subjects} 
would be of value: owing to the fortunately few oppor-! 


tunities of necropsy in such cases, could biopsy be brought 
in to help to clear up some of the obscurities in this 
common disorder’? 


BREADTH OR DEPTH IN MEDICAL TRAINING 
Dr. W. M. Frazer, in his account of his recent visit to 
America, now printed as a report to the Corporation of 
Liverpool, comments in an informative manner, among 
many other subjects, upon the progress of medical educa- 
tion in the United States. The teaching of medicine as 
conducted there to-day has been a plant of rapid develop- 
ment. Twenty years ago American medical schools 
exhibited every grade of competence from the lowest to 
the highest. To-day, under the pressure of the medical 
profession itself, the dead wood has been cut away and 
the general level raised, though there still exists much 
‘more variety in the standards of different schools than 
in this country, where medical teaching has been regulated 
since 1858 under an ad hoc council. Dr. Frazer’s impres- 
sion is that the range of the medical curriculum in the 
U.S.A. is in some respects broader than ours. It is, for 
example, preceded by a course of cultural studies, and 
within the curriculum proper more emphasis is laid on 
such subjects as psychology, mental disease, preventive 
medicine, and paediatrics. On the other hand, there would 
appear to be, by comparison with this country, a shortage 
of clinical material in most American medical schools, 
occasioned in part by the relatively larger numbers of the 
students seeking a qualification, and in part by the fact 
that in voluntary teaching hospitals many of the beds are 
not available for instructional purposes, being private or 
semi-private. Either way there are not enough beds to 
go round, and American students have in consequence less 
ward work than ours. There are no clinical clerks or 
surgical dressers with duties and responsibilities in the 
handling of sick people. Teaching thus becomes didactic, 
aided by the distribution of typewritten or printed lecture 
notes, and the student’s personal experience of the medical 
art on its practical side is inevitably more restricted than 
in Britain. , While, therefore, a tendency to greater breadth 
in the outlook of their curriculum may be cordially con- 
ceded to the American schools, it may be claimed for the 
British system that it is better organized in depth, an 
arrangement of the first importance in the medical field 
as in the fields of war. 


The Croonian Lectures for 1943 will be given before the 
Royal College of Physicians of London by Air Commodore 
C. P. Symonds on Tuesday, May 25, and Thursday, May 27, 
at 2.45 p.m. His subject is “ Flying Stress.” 


The Hunterian Oration will be delivered before the 
Royal College of Surgeons of England by Mr. Victor 
Bonney on Wednesday next, May 26, at 3 p.m. His 
subject is “ The Forces behind Specialism in Surgery.” 
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THE REPRESENTATIVE COMMITTEE 
REPORTS 


additional] When the Representative Committee was authorized to enter 
fever and] into non-committal discussions with the Minister of Health 
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an assurance was given that from time to time a report of the 
position would be made to the profession. This is the first 
such report. 

In the past two months discussions have been proceeding. 
In the course of such discussions the Ministry put forward 
certain tentative proposals for a comprehensive medical service 
based on modified central and local administration and the 
employment of doctors as salaried officers, mainly whole-time, 
by a new type of local authority. The Representative Com- 
mittee, considering that further discussion on the basis of sucn 
proposals would be unfruitful, met the Minister and the Joint 
Parliamentary Under-Secretary representing the Secretary of 
State for Scotland on Monday, May 17. 

The Representative Committee made plain that, though not 
empowered to commit the medical profession, it believed that 
such proposals would be contrary to the public interest and 
unacceptable to the great majority of the profession, and sought 
their withdrawal. 

The Minister, in reply, stated that the only Government 
commitment ‘on the subject of a comprehensive health service 
was that outlined by Sir John Anderson in the debate on the 
Beveridge report in the House of Commons in February. The 
Government was not committed’ as yet to any particular form 
of medical service, and the Ministry proposals in question were 
put forward only as a basis of discussion. He agreed to regard 
these proposals as “in the discard ” and to a re-examination of 
the whole position. He stated that after further full consulta- 
tion with the Representative Committee and other bodies with 
whom discussions had been taking place he would proceed :o 
express his conclusions in the form of a White Paper, which 
would then be open for consideration and discussion by the 
public and the medical profession befdte final decision by 
Parliament. He stated that he was not bound by any timetable 
in relation to the issue of a White Paper. He had not made 
up his, mind, and he did not wish that the proposals already 
put forward should be reggrded as in any way prejudicing the 
issue of a White Paper, the form and substance of which had 
not yet been decided. 

These assurances were accepted by ‘the Representative Com- 
mittee, which decided to continue the non-committal discussions 


with the Ministry. The discussions will accordingly go forward - 


on the basis of these assurances. 

The Representative Committee asks for the continued con- 
fidence of the profession in pursuing these vital discussions on 
the understanding that at no stage will the profession be com- 
mitted without prior consultation with it through the established 
machinery. 

*,.* A report of the mass meeting of the Metropolitan Counties 
Branch of the B.M.A. held last Sunday to discuss the Govern- 
ment’s proposals will be found in the Supplement. 


On Wednesday, July 28, the Minister of Health will open in 
London the 26th annual conference of the National Association for 
the Prevention of Tuberculosis. The mass radiography scheme will 
be discussed during the morning, and the afternoon will be devoted 
to consideration of the new financial allowances for the tuberculous. 
Private persons interested in tuberculosis are welcomed to the con- 
ference, admission being by ticket only. The following instructions 
have also been issued from the Ministry of Health: “* The Minister 
of Health has notified the N.A.P.T. that he has sanctioned in the 
case of county councils, county boroughs whose accounts are subject 
to audit, metropolitan borough councils, and joint tuberculosis com- 
mittees the payment of the reasonable expenses which may be 
incurred in connexion with the attendance of two delegates, one of 
whom should be either the medical officer of health or the chief 
clinical tuberculosis officer. Individual applications to the Minister 
for sanction in respect of the conference will not, therefore, be 
necessary so long as the proposed expenditure is within these limits.” 
The usual conference fee of one guinea has been waived owing to 
wartime conditions. Delegates are asked to send in their names and 
addresses as soon as possible to the Secretary-General, N.A.P.T., 
Tavistock House North, Tavistock Square, W.C.1. 


BELGIAN FAMINE 


Owing to the density of the population, which is mainly indus- 
trial, Belgium is probably experiencing war starvation to a 
greater extent than any other European country except Greece. 
A very sober account of what the Belgian people are suffering 
was presented at a famine relief conference in London recently 
by Dr. E. J. Bigwood, vice-president of the Belgian Red Cross 
Committee. 

Before the war the average daily intake of the Belgian population 
was 2,850 calories per head, half of which was contributed by home- 
produced foodstuffs. During the four years of German occupation 
in the last war the figure was 2,250, and this reduction of 21% was 


‘held to be alarming. But during this war the ration cards (90% 


or more of the total food is rationed) allow only 1,250 calories, and, 
even so, the people do not get the amount indicated on the card. 
Leaving out of account agricultural producers, who have a better 
diet of the order of 2,200 calories a day, but who, represent only 


_one-sixth of the population, and leaving cut also the ‘few rich people 


who can buy in the black market, Dr. Bigwood considered that the 
average figure might be taken as only 950 calories. Even more 
marked than the calorie deficiency is the reduction in protein 
intake. The bread ration is down to one-half of what it was in 
ordinary times, but the bread is hardly recognizable—a black, ropy, 
viscous substance comprising potatoes, barley, beetroot residues, and 
chestnuts. The fat content of milk has been reduced by more than 
one-half. Children under 3 receive three-quarters of a litre daily, 
and children between 3 and 14 are supposed to receive half a litre. 
Dr. Bigwood’s figures referred to no later than the middle of 1942, 
but he said that the effects of partial starvation have already shown 
themselves both in vital statistics and in disease ratios. In normal 
times in Belgium there are annually 40,000 more births than deaths ; 
in each of the years 1940 and 1941 the deaths exceeded the births 
by 21,000. School attendance has dropped by 40% in the urban 
areas through the sheer inability of the children to come. A very 
frequent complaint is hydroderma. The tuberculosis rate, which by 
1930 had been reduced from higher levels to 1.18 per 1,000 of the 
population, had risen to 1.9 by the end of 1941. After Dr. Bigwood 
had spoken, M. Pierlot, the Belgian Prime Minister, added a few 
words of further entreaty to the British and American Governments 
to permit, within -the limits imposed by the blockade, a certain 
amount of powdered m‘Ik and vitamin preparations, corresponding 
only to the medical requirements of those whose lives are actually 
threatened, to enter Belgium. He said that the Belgian Government 
has at its disposal sufficient funds for this necessary purpose, and 
has ceded to the International Red Cross a ship, now waiting at 
Philadelphia to undertake her first voyage of mercy. It will sail if, 
and as soon as, “ navicerts ” are obtained. 


SOCIAL BACKGROUND OF HEALTH IN INDIA 


During the Ling Physical Education Association’s Easter Course at 
Homerton College, Cambridge, Dr. ALice PENNELL (née Sorabji) 
spoke on “ Health.in India.” She traced the effect of climatic con- 
ditions, diet, and customs, including religious taboos and traditions, 
on the health of the Indian people. Cases of goitre were most 
common in the salt ranges of the Punjab, malaria in damp Bengal, 
dysentery in the hills or plains where rainfall was excessive, eye 
diseases in places where desert sand and low rainfall were responsible 
for heat glare and dust, and elephantiasis in places where climatic 
conditions lowered resistance to disease, while many regions were 
conducive to the spread of epidemics such as cholera and plague. 
Various customs, notably the purdah system, involving lack of: sun- 
light and seclusion to their own quarters, had affected the health of 
women, who in consequence suffered much from osteomalacia and 
difficult labour in childbirth. Superstition and ignorance, combined 
with the observance of many harmful traditions, had made the task 
of doctors in India exceptionally difficult. As a contrast to the 
disease in towns and among the sophisticated peoples, the healthy 
aboriginal tribes of Central India and the Pathans of the Afghan 
border were well worthy of consideration. Among the finely 
modelled women of these tribes childbirth was a natural function, 
after which a mother would immediately resume her work or rejoin 
in a march without any ill effects either on herself or on her new- 
born child. 

Dr. Pennell spoke of the changes during the twentieth century, 
effected by .willing and enlightened workers in the cause of science 
and health, who co-operated with British and Indian leaders in 
medicine in fighting the hydra-headed monster of ignorance, super- 
stition, and disease. There were an increasing number of women 
doctors, women health visitors, and welfare workers; engineering 
reforms, canalization, and the building of big dams were correcting 
the grosser defects of desert land and bad irrigation, aneteeren 
had ages much to combat customs. 
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SURVEY OF VIRUS INFECTIONS 
At the last meeting of the Fever Hospital Medical Service 
Group of the Society of Medical Officers of Health, with 
Dr. ANDREW Toppinc in the chair, Prof. S. P. BEDSON opened 
a discussion on recent’ work in the virus diseases. 


Influenza and the Common Cold 
The demonstration ten years ago by Smith, Andrewes, and 
Laidlaw that epidemic influenza was due to a virus, and the 
early and world-wide confirmation of this, had encouraged, 
Prof. Bedson said, the hope that specific prophylaxis might 
be made availabie for the control of this disease. That this 


hope has not yet been fulfilled was due to two main reasons: 


the virus of Smith, Andrewes, and Laidlaw (now known as 
influenza A virus) was not the sole cause of influenza, and 
influenza A has been found to comprise a number of serological 
types. A second virus causing influenza—influenza B virus— 
has been identified (Francis), but influenza A virus still remained 
the most important aetiological agent. An efficient polyvalent 
vaccine of this virus was difficult to prepare, but the observa- 
tion of Horsfall and Lennette (1940) that cultivation of a strain 
of influenza A virus with a particular strain of distemper virus 
gave it a broad antigenicity covering all the serological types 
had made possible the preparation of a vaccine for field trial. 
This bivalent vaccine had given only mediocre results; the 
thorbidity in the vaccinated had been about half of the 
unvaccinated. Immunization by spraying the nasopharynx with 
attenuated living virus or passive immunization by spraying 
with antiserum, both methods giving promising experimental 
results, awaited field trial. 

No advance had been made since the demonstration by 
Dochez and his colleagues that some forms of this condition 
were due to a virus. A limiting factor in research on the 
common cold was the restricted host range of the causal agent ; 
the chimpanzee and man alone appeared to be susceptible. 


Primary Atypical Pneumonia 

Outbreaks of this condition had been common, particularly 
since the beginning of the war. The condition appeared to be 
of virus aetiology, but more than one virus was concerned. 

Psittacosis—One virus known to cause atypical pneumonia 
in man was psittacosis virus. Diagnosis of human infection 
rested on the isolation of the virus from the sputum by mouse 
inoculation or the demonstration of specific antibody in the 
patient’s serum by the complement-fixation test. The demonstra- 
tion that psitfacosis virus was antigenically complex, that one 
of the antigens was not destroyed by heating to 100° C., 
and ‘that antibodies to the heat-stable antigen were regularly 
developed in human infections had made available a safe and 
stable antigen for use in the psittacosis complement-fixation 
test. It was now recognized that birds of the parrot family 
did not constitute the sole reservoir of infection. Naturally 
occurring infection had been demonstrated in the fulmar petrel 
(Haagen and Mauer, 1939) and’in Iceland (Bedson, 1940). 
Infection in pigeon stocks has been shown to be widespread in 
America (Meyer and Eddie, 1942), and human cases from this 
source have been described in the Faroe Islands (Haagen and 
Mauer, 1939); and pigeons in this country have been found 
to be infected (Andrewes and Mills, 1943). Human cases 
derived from pigeons and the domestic fowl had been described 
(Meyer and Eddie, 1942). Strains of psittacosis virus from the 
different sources were antigenically similar, but differed in 
their virulence for the mouse and pigeon. It followed from this 
work that consideration of psittacosis as a diagnosis should 
never be excluded because the patient had not been exposed 
to psittacine birds. A recently published note (Baker, 1942) 
even suggested that cats and kittens might be the source of 
human cases, since in America they suffered from naturally 
occurring infections with a psittacosis-like virus. 

Relation of Psittacosis with Other Viruses—A large group 
of viruses existed of which psittacosis was the type. They were 
alike in morphology and staining reactions, and since they all 
stained by Castaneda’s method, whereas other viruses did not, 


these viruses might be referred to as the “ Castaneda-positive 
group.” In addition to psittacosis virus the group included the 
viruses of lymphogranuloma venereum, meningo-pneumonitis 
(isolated by Francis and Magill, 1938, from a ferret inoculated 
with throat-washings from a case of “ influenza”), a virus 
isolated by Eaton, Beck, and Pearson (1941) from cases of 
atypical pneumonia (possibly pigeon psittacosis), and the viruses 
of trachoma and inclusion conjunctivitis. Recent work by Rake 
and his colleagues (1942) had shown that all these viruses were 
closely related ; experimentally in animals they cross-immunized 
to a considerable degree and they cross-reacted in the 
eomplement-fixation test. It was suggested that these viruses 
had a common ancestry and that what specific differences 
they possessed had been acquired as the result of long residence 
in a particular host species: psittacosis in a variety of birds 
(hence Meyer's suggestion to replace the term “ psittacosis” 
with “ornithosis”) and the viruses of lymphogranuloma 
venereum, trachoma, and inclusion conjunctivitis in man. It 
followed from this that the complement-fixation test used in 
the diagnosis of psittacosis infections, atypical pneumonia, and 
lymphogranuloma venereum had lost its specificity. A positive 
result merely meant infection with one of this group of viruses, 
and its significance could be determined only after considera- 
tion of the clinical and epidemiological evidence. Similarly 
the Frei test lost much of its specificity. 

Primary Atypical Pneumonia due to Other Virttses.—Viruses 
of the psittacosis group appeared to be the cause of relatively 
few cases of atypical pneumonia. In this country serological 
sampling of outbreaks, both Civilian and military, during the 
past two years had brought to light only three possible cases, 
and these were in American soldiers. These three gave weakly 
positive psittacosis complement-fixation tests, the significance 
of which was doubtful. In America, also, the majority cf 
cases appeared to be due to some unidentified virus or viruses. 
Among the claimants as causal agents of atypical pneumonia 
one had to consider the virus of Horsfall and Weir (1940) 
isolated from atypical pneumonia and pathogenic for the 
mongoose ; the virus*of ‘lymphocytic choriomeningitis, known to 
infect by the respiratory route and produce a pneumonitis ; and 
the virus recently isolated from cases of atypical pneumonia in 
America by inoculation of the cotton rat (Eaton, Meikeljohn, 
Van Herrick, and Talbot, 1942). « 


Virus Meningitis 

The virus of Armstrong and Lillie—lymphocytic chorio- 
meningitis (L.C.M.}—appeared to be the cause of about one- 
third of the cases of aseptic meningitis. A second virus had 
been isolated from two cases of this clinical condition by 
MacCallum and Findlay, and named by them the “ pseudo- 
lymphocytic choriomeningitis virus ” ; its importance as a cause 
of aseptic meningitis has yet to be assessed. The recent report 
of a case of infection with the virus of lymphogranuloma 
venereum (L.G.V.) in a negro in America (Sabin and Aring, 
1942) in which the presenting symptom was meningitis, and 
from the cerebrospinal fluid of which L.G.V. virus was isolated, 
made it necessary to consider this virus in the causation of 
aseptic meningitis. In all cases of suspected aseptic meningitis 
the cerebrospinal fluid should be injected into mice intra- 
cerebrally and into guinea-pigs subcutaneously or intramuscu- 
larly in the thigh. Both species of animals were susceptible 
to L.C.M. and L.G.V. viruses, and the guinea-pig would confirm 
the diagnosis should it prove eventually that the case was one 
of tuberculous meningitis. In addition, serological tests for 
antibody to L.C.M. virus. and possibly L.G.V. virus, should 
° made, a complement-fixation reaction being the test -of 
choice. 


Herpes 

This condition was mentioned not because of its importance 
as a disease but because of the excellent example it provided 
of the symbiosis which could be established between a virus 
and its host. Herpes was common in a considerable percentage 
of individuals. There was no evidence that the infection in 
adults was exogenous. Levaditi and his colleagues had produced 
evidence that in those people subject to labial herpes the virus 
could be demonstrated in the saliva in between the attacks, 
and Andrewes and Carmichael (1930) and Brain (1932) had 
shown a very close correlation between the possession of 
herpetic antibody and susceptibility to herpetic eruptions. 
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SURVEY OF VIRUS INFECTIONS 
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Recently Dodd, Budding, and Johnston (1938) had shown that 
vesicular stomatitis in the first two years of life was herpetic, 
and that it represented a primary infection. This had been 
confirmed by Burnet and Williams (1939). It would appear 
that infection with this virus occurred in the early years of 
life, and that recovery resulted in the individual's becoming 
a carrier. With increasing age a physiological insusceptibility 
to infection developed, so that those who had escaped infection 
in the first two years of life would not later contract the 
infection and become herpetic subjects. In those who carried 
herpes virus the balance between host and parasite might be 
upset by a variety of factors—infection, fever therapy, excessive 
exposure to sunlight, fatigue, menstruation—allowing the virus 
temporarily to gain the upper hand and give rise to an attack 
of herpes. The importance of this work was that it disposed 
of the conception of the spontaneous generation of herpes 
virus, a view which found favour with some workers, such as 
Doerr. 
Poliomyelitis 


Owing to lack of time, mention of recent work on 
poliomyelitis had to be omitted. It had been intended to draw 
attention to the recent demonstration by Paul and his colleagues 
in America (1940) that the virus of poliomyelitis was present 
in the stools and could be demonstratéd in the sewage of 
localities in which poliomyelitis was occurring. This made it 
necessary to recast our views on the mode of spread of this 
disease. The spread of poliomyelitis by droplets with the 
nasopharynx as the portal of entry was probably of minor 
importance, if it occurred at all. Infection most probably 
entered by the alimentary tract, the virus passing to the central 
nervous system by axonal routes at different levels. 


Dr. Andrewes on Influenza 


Dr. C. H. ANDREWES said that he agreed with Prof. Bedson’s 
remarks about influenza vaccination. If one used the best 
possible influenza A vaccine and injected it shortly before an 
influenza A epidemic, one might hope for a 50% drop in 
incidence of influenza A (but not necessarily of all “ clinical 
influenza”). In less favourable circumstances no obvious 
benefit would follow from vaccination, which therefore couid 
not be said to be as yet a practical proposition for wide- 
spread use. 

The periodicity of influenza outbreaks in England had lately 
been such that we had had some every other year and a bigger 
peak every fourth year (as in 1929, 1933, 1937). - Influenza A 
virus had been recoverable as a rule only in the odd years 
and especially in the peak years (1933, 1937). The expected 
epidemic in 1941 did not turn up, nor did influenza A appear 
in 1942 or (as yet) in 1943. The widespread but mild influenza 
now current seemed, on serological grounds, to be mainly 
influenza B. The virus was much more difficult to establish 
in experimental animals from B than from A cases. 


ACTION OF DRUGS ON THE UTERUS 


At a meeting of the Section of Obstetrics of the Royal Academy 
of Medicine in Ireland on March 26 Dr. E>warp SOLOMONS 
and Dr. J. D. H. Wiwpess presented a paper on the action on 
uterine muscle of certain antispasmodics—trasentin, syntropan, 
and pethidine hydrochloride. The drugs were used clinically, 
and experimental work was carried out on the human uterus 
in vivo by the intra-uterine balloon technique as described by 
Chassar Moir. Further observations were also made on human 
uterine muscle (removed at operation) and animal uteri in vitro. 
The experimental results were as follows: Trasentin caused 
relaxation and diminution of contractions in the uteri of the 
rabbit and guinea-pig and of the human subject in vitro. This 
effect could not be observed in the human uterus in vivo. 
So far as the limited supplies available were used, syntropan 
showed a similar effect. Pethidine hydrochloride invariably 
stimulated the uterine muscle of the guinea-pig and rabbit 
in vitro, causing an increase in the force and frequency of 
contraction. On the human uterus in vivo the action of this 
drug caused, in the majority of experiments, slight increase in 


tone and frequency of contraction. Clinically, in a small series 
of cases neither trasentin nor syntropan proved satisfactory in 
the treatment of dysmenorrhoea. Trasentin produced drying 
of the mouth and unpleasant eye symptoms. On the other 
hand, pethidine hydrochloride gave relief in a high proportion 
of the cases in which it was used, a result probably to be 
explained by its central action as an analgesic. All the cases 
of dysmenorrhoea selected for this investigation were normal 
on gynaecological examination. During the investigations 
carried out by the balloon technique no relation could be 
observed between the incidence of powerful contractions 
of the uterus occurring naturally or by stimulation with 
pituitrin, and sensations of pain experienced by thé patient. 
Neither could it be shown that contractions observed in patients 
suffering from dysmenorrhoea were any greater during 
menstruation than those observed in normal subjects. 


Correspondence 


t 


Organization of Postgraduate Study 

Sir,—It is fashionable at present to make plans for the future 
of the medical profession. One of the objects to be attained 
by such planning is stated to be the provision of adequate 
leisure for postgraduate study. This is a praiseworthy intention, 
but stops short just as it becomes most promising. A logical 
sequel would be “ planning for postgraduates”; but this has 
not so far been mentioned. 

In 1939 the main bodies responsible for the teaching of 
postgraduate medicine were the British Postgraduate Medical 
School at Hammersmith, the Fellowship of Medicine, and the 
North-East London Postgraduate College. These establishments 
were quite separate and did not co-operate with each other 
to any noticeable extent. In consequence, a student would 
often waste a great deal of time looking for the instruction 
which he wanted, visiting several hospitals and clinics in his 
search. Another difficulty was the absence of provision for 
general practitioner students. A few concentrated “ refresher ” 
courses were held from time to time, but these only partly 
filled the hiatus. The correspondence colleges provided tuition 
of a sort, but again did not go far enough. It is obvious that 
we must do better in future. 

At least three distinct types of clinic are necessary in post- 
graduate instruction. First, the general revision course 
designed to meet the special needs of the general practitioner. 
This must not be a rushed cramming of recent advances in 
medicine and surgery, so often the case in the past. It should 
be organized by someone with knowledge of general practice 
if the greatest benefit is to ensue. Too often a specialists’ 
symposium is rather overwhelming, but not permanently 
beneficial to the students. Next come the various special clinics 
at which ‘instruction and practical experience may be obtained. 
Demonstrations of the injection treatment of haemorrhoids, 
performance of artificial pneumothorax, and. so on, with 
opportunities for practice under supervision would be of the 
greatest help to many postgraduates who cannot attend regular 
courses. In this connexion should be mentioned the lack of 
provision for tuition in physical medicine. Let us hope that the 


‘newly formed British Association of Physical Medicine will 


do something to remedy this. Finally, we have the courses 
and classes for those desiring to take examinations for 
diplomas, higher qualifications, etc. In this case, also, there is 
room for co‘ordination and improvement. Teaching advanced 
medicine and surgery is not something to be ashamed of, as 
certain institutions seem to think. 

However, the greatest lack is the absence of co-ordination 
of the facilities available. Cannot the various bodies concerned 
get together and work for the benefit of the students, instead 
of continuing in splendid isolation? Here, if anywhere, is a 
case where medical planning is vitally necessary and urgent. 
—I am, etc., 


Royal Hospital, Chelsea, S.W.3. Trevor H. Howe. 
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The Case for a Shortened Puerperium 

Sin,—I am sure that others besides myself have been 
interested in the recent outcry in the lay press about the 
shortage of maternity homes and facilities for mothers-to-be: 
One cannot condone such outbursts, even though they have 
a very definite foundation, but I think that we, as a profession, 
have been to some extent responsible for the present unsatis- 
factory state of affairs, largely because of our failure to make 
the best use of what accommodation is available. Indeed, 
I have a suspicion that something like a minor “ racket” has 
arisen over maternity homes (particularly of the private nursing 
home type). I will say, however, the doctors are innocent but 
misguided participators in it, and if we are all honest with 
ourselves most of us will have to admit being guilty some time 
or another. 

It has become the fashion in recent years to teach that having 
a baby is a simple job, unattended by any great danger provided 
that adequate care is taken of the mother before, during, and 
after childbirth. Such propaganda is admirable, and the standard 
of ante-natal care and midwifery nowadays is moderately good 
and is slowly improving. It is with after-care 1 wish to deal, 
and by that I do not mean the post-natal clinics but the 
immediate puerperium. 

Despite the improved teaching, women (as well as many 
doctors) still fondly cherish the belief that childbirth is an 
exhausting experience that will leave them weak and helpless 
for months. To offset this it is becoming common to prescribe 
“a good rest” to follow the labour, and among the better- 
class patients this usually lasts a fortnight before any attempt 
is made to get the woman out of bed, let alone on her feet or 
out of doors. Indeed, the average woman paying for a stay 
in a nursing home now books for a stay of at least three weeks 
after her confinement. After her fortnight in bed she has 
become so weak. from lying still and her muscles have lost 
so much tone that she finds it harder than ever to get up and 
about. Returning home in this state she calls in her doctor 
and is prescribed further rest by that well-meaning man. The 
vicious circle is started, normal muscle tone is not regained, 
and it may be months before the patient is anything like fit. 
And then her troubles begin. Backache—that gynaecological 
béte noire—due to strain on her spine inadequately supported 
by flabby and wasted back muscles, and prolapse, due to lack 
of support of the organs by weak perineal and abdominal 
muscles, all follow in due course. All this time the woman 
is a liability to her family: she has to have help in the home 
(a liability to the whole country these days); and instead of 
making her muscles do their job she runs off to get a nice 
firm corset to help “support her” (using up more of the 
country’s labour, rubber, and other materials), which she thus 
condemns herself to for the rest of her life. 

Is there any solution? Surely a more rational approach is 
to realize that the longer a woman remains on her back the 
weaker and more flabby all her muscles will become. (This 
is true of any condition which leads to confinement to bed.) 
I am certain from my own experience that prolapse is far 
more likely to arise in this way than from not allowing time 
for hypothetically torn ligaments to heal. Ligaments always 
depend on muscle tone, and there is no need to postulate any 
differences in the pelvic organs. It is also a known fact that 
many slighter degrees of prolapse are greatly benefited merely 
by exercises for the abdominal, pelvic floor, and back muscles. 
The obvious thing to do, therefore, is to make every effort 
to improve the woman’s muscular tone, by exercises from the 
first day, by getting up early, etc., and the very worst thing 
that could happen is to leave her lying in bed for a fortnight. 
The concomitant improvement of the circulation which occurs 
will help to prevent venous stasis and white-leg, and will 
encourage the blood supply to the breasts in the first critical 
days of feeding. It is probably not wise to get the patient up 
before the fifth day, as the breasts tend to be heavy and 
uncomfortable, but by gradually, increasing the exercise the 
patient should by the tenth day be walking and feeling strong. 
I believe that only for severe perineal tears should this be 
modified, and even for them continuous exercises in bed from 
the first should be given. (I make no mention of massage 
because active exéfcises are better than any amount of massage, 
and our masseurs have too much to do in other fields.) Mothers 


maternity.—I am, etc., | 


treated on these lines are happier, they feel themselves rapidly 
getting stronger from the start, they are able to go home and 
not be invalids when they get there, their psychological outlook 
is better, and they remain keen on natural feeding, which is so 
often blamed for causing “ weakness.” 

May I plead for a little more thought and action on these 
lines? If we reduce the stay of our mothers from three to 
two weeks in the nursing homes and at the same time send 
them home well and fully able to undertake their household 
duties, then not only does more accommodation become avail- 
able for other mothers but we are making better use of the 
reduced number of midwives and saving woman-power which 
might otherwise be needed to help in the home. I am aware 
that in the ordinary hospital women are sent home much sooner, 
and what a contrast there is between this class of mother (who 
in the majority of cases leaves the hospital fit and well) and 
the pampered well-to-do patient who thinks that her experience 
of labour (which is probably a harder job of work than she 
has ever done in her life before) is sufficient to justify her being 
an invalid and being waited upon hand and foot for several 
weeks afterwards. 

I must add one word of warning. I have noticed (and it 
has been the experience of my colleagues) that nursing homes 
are encouraging longer stays. One supposes that a labour every 
three weeks is much less work and expense than one every 
fortnight, and the income from the patients remains assured. 
Added to this, the dangerous teaching of ill-informed nurses 
and midwives about the dangers of prolapse, etc., is doing 
much to foster wrong beliefs in the minds of the mothers, who 
appear to be regaled throughout their stay in the home by 
gruesome stories told by so-called professional women who 
should know better. Women have a pathetic faith in what other 


_ women tell them, especially about troubles peculiar to their 


sex, and a great deal of harm is being done by this vicious 
propaganda.—I am, etc., 
Denys J. Neat SMITH, 


Richmond, Surrey. Late Obstetric Officer, Charing Cross Hospital. 


Advice on Sterility 


Sir,—In view of the fact that at least 10% of married couples 
sufftr from involuntary sterility it is obvious that the problem 
of such sterility is one of great national importance, not only 
because of the personal unhappiness it may cause but because 
of the urgent need to increase our present birth rate if a falling 
population is to be averted. Not all cases of sterility are as 
intractable as might be supposed from the literature on the 
subject, and many yield to quite simple advice. Only in so 
far as this fails is it necessary to institute more complex 
inquiry. In cases which continue to prove refractory, elaborate 
examination of both parties may be necessary. 

Although many experts are interesting themselves in this 
subject, few facilities exist for a broad study of the problem 
and for that co-operation between gynaecologist and male 
genito-urinary specialist which is essential to its solution. Nor, 
indeed, is there much likelihood that the average country 
patient who seeks advice in this matter can obtain expert help. 

The Family Planning Association has long been in touch 
with working-class family life through the medium of its 
contraceptive clinics, scattered throughout the British Isles. It 
believes that there is a great opportunity to reach a certain 
type of patient who is not likely to present herself at a hospital 
out-patient department complaining of steiility, but who is 
nevertheless deeply disappointed by finding herself barren. 
Many such women have already asked for help at F.P.A. 
clinics, thereby demonstrating the reality of the demand. 

The association has formed an ad hoc committee which 
intends to organize clinics to deal with cases of sterility either 
by referring them, where necessary, to the appropriate hospital 
centres, or, where these do not exist, by providing such expert 
attention as facilities permit. Such sessions would be called 
“ Motherhood Clinics,” and-would be held occasionally in the 
same premises as already existing birth control clinics. Details 
of such developments will be communicated later to the medical 
press. In this way there will be the beginnings of a nation-wide 
effort to eliminate the present distressing wastage of potential 
Horper, 
69, Eccleston Square, S.W.1,. President, The Family Planning Association. 
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Resuscitation of the Drowned 


Sir,—Dr. F. C. Eve’s paper (May 1, p. 535) on complacency 
in resuscitation of the drowned is very timely in pointing out 
that Schifer’s method of artificial respiration has not been 
universally accepted as. the most satisfactory manual method. 
Its main weakness is probably that it depends upon elastic 
recoil of the thorax to produce efficient inspiration. This 
difficulty is overcome in the Drinker combined method of 
artificial respiration (Drinker, C. K., and Shaw, L. A., J. industr. 
Hyg., 1935, 17, 243), which combines the prone pressure method 
of Schafer with the arm lift of the Holger Nielsen method. In 
the Drinker combined method one operator applies pressure 
on the loins of the prone patient as described by Schifer. A 
second operator kneels at the patient’s head and grasps his 
upper arms. When the first operator relaxes his pressure (i.e., 
during inspiration) the second operator raises the patient's arms 
from the ground to facilitaie inspiration. During the expiratory 
phase, when pressure is being applied to the loins, the arms 
are allowed to lie on the floor. 

In the course of a comparison of different manual methods 
of artificial respiration in this department we were impressed 
by the superiority of the Drinker combined over the Schafer 
method by the only criterion which can be applied experi- 
mentally—that is, the volume of the pulmonary ventilation. 


As the results obtained by trained operators on a small number ~ 


of trained subjects may be misleading, we decided to compare 
these two methods when performed by operators comparable 
in skill to ordinary first-aid parties. For this purpose pre- 
clinical students in this department have during the last three 
years compared the efficacy of the Schifer and Drinker 
combined methods as a class exercise. Each method was 
performed at the rate of twelve respirations per minute for 
three minutes on: a normal subject, who had voluntarily 
suspended his breathing. During the second and third minutes 
the subject’s expired air was collected in a Douglas bag and 
subsequently measured on a spirometer. (Collection over 
longer periods results in changes in the respiratory apparatus, 
probably in the tone of the muscles, which vitiates any com- 
parison of methods.) The subject rested for ten minutes between 
the collections. In half the experiments the Schafer method 
was first applied, in the other half the Drinker combined 
method. 

The results show the ventilation of the lungs is 25% greater 
in the Drinker combined than in the Schifer method. This 
difference is statistically significant. The detailed results are 
as follows: 

Number of sets of results = 113. 

Average expired air by Schafer method =8.70 litres per minute. 

Average expired air by Drinker combined method=10.88 litres 
per minute. 

Mean difference, Drinker combined — Schafer = +25 + 2.0%. 

Although the efficacy of instrumental methods such as 
Dr. Eve's rocking apparatus is not in doubt, it will always be 
necessary to train first-aid workers in a manual method which 
can be applied in cases where no instrumental aid is available, 
or during the interval when the patient is being transported 
to the instrument. In view of the above results we suggest that 
this simple addition to the Schifer method might with advantage 
be incorporated in the training of first-aid workers. It can be 


‘applied to a patient immediately if two operators are available, 


or can be added later to the Schiifer method without cessation 
of respiration or alteration of rhythm if there is no second 
operator at first. The additional ventilation of the lungs thus 
produced may be just sufficient to tip the balance in favour 
of the patient.—We are, etc., 


Department of Physiology, 
Manchester University. 


A. A. HARPER. 
W. V. WapswortTu. 


Ariboflavinosis 


Sir,—The note of warning uttered by the writer of the 
annotation upon riboflavin and corneal vascularization (May 1, 
p. 545) is most timely. At the same time it is perhaps a pity 
he did not state the case more clearly, and say quite frankly 
that the whole fabric of ariboflavinosis may require much 
remodelling when the results of the more carefully planned 
investigations now being carried out in this country, the United 
States, and elsewhere become available. 


Many of the difficulties have arisen as the result of lack of 
precision in clinical description and failure to define the terms 
used on the one hand and on the other ignorance of, or 
disregard for, the normal anatomy and physiology of the 
affected tissue, especially true, perhaps, of the eye, and then 
more particularly of the limbus. Your annotator exemplifies 
this very well when, in referring to corneal vascularization, he 
cites an article by Scarborough upon circumcorneal injection, 
as if the two were synonymous. Scarborough’s observations, 
unchecked by slit-lamp microscopy, do not lead one very far. 
That so-called circumcorneal injection is commonly to be 
observed in the general population of this country and unrelated 
to riboflavin deficiency is well known; it was so recognized 
by Prof. Sydenstricker when in this country. At the same 
time he pointed out how necessary it was to exercise great care 
in attempting to interpret some of the tongue lesions which 
have been included in the ariboflavinosis syndrome. 

May I urge, therefore, after a study of many of these con- 
ditions going back some thirty years, that we still exercise 
patience before arriving at any very definite conclusions con- 
cerning the signs of riboflavin deficiency.- At the same time 
may I protest against the introduction into medical literature, 
as was done last year,* of the cerm “ pseudo-ariboflavinosis.” 
—I am, etc., 

London, W.1. S. STANNUS. 


Incidence of Venereal Disease 


Sir,—The amount of venereal disease in the last war, now 
called the First German War, was serious enough, as any- 
one who will read the British Official History of the War, 
volume 2, will realize. There were 400,000 cases in British 
and Dominion troops and 340,000 in American troops, a total 
of 740,000 reported cases. 

Those concerned may be aware of the facts and some 
may have read my Vision of the Possible, which contains 
Lieut.-Col. Elgood’s monumental memorandum on the con- 
ditions in the Port Said area in Egypt. Few people, however, 
have realized the manner in which the Americans acted after 
the war. They took one-day censuses in many of their cities, 
asking every medical practitioner to state confidentially how 
many cases he had under treatment on a particular day, and 
his estimate for twelve months. The profession responded well. 
The results varied, but led some men to come to the conclusion 
that there was no remarkable increase in wartime. In war, 
cases are reported and noted ; in civil life we do not know what 
is occurring. 

I have not read of any similar activity in Great Britain ; 
and in ‘Melbourne, though I offered to bear the cost. I met 
with a stone wall for reasons not worth discussing. The stone 
wall was friendly enough but remained solid. The cases reported 
are those in institutions, not the numerous cases in private 
practice. Until the American method is adopted we shall not 
know the facts. As regards the wartime cases, it must be 
remembered that only the reported cases count. The unreported 
cases remain a matter of conjecture.—I am, etc., 


Melbourne. JaMes W. BaRRETT. 


V.D. in the Merchant Navy’ 

Sir,—In my experience during the war there has been con- 
siderable increase in venereal diseases among merchant seamen. 
The reasons for this are the long periods away from home, 
the increase in the amount of money that the men have to 
spend, also bad propaganda in the way of articles published 
in certain popular magazines, such as “ The Five-day Treatment 
of Syphilis,” “ The One-day Treatment of Syphilis,” and “ The 
Five-day Treatment of Gonorrhoea.” These indicate that 
the disease is easily curable, and, in the earlier part of the 
war, the great majority of cases of gonorrhoea responded wel! 
and rapidly to sulphonamide therapy, but gradually the number 
of resistant cases hes increased. This increase was médst 
remarkable in South Africa, where it would appear that two 
types occur—one with an incubation period of 4 days, which 
is the same disease as we get in this country ; the other with 
an incubation period of 9 to 14 days. In the second type 
the onset is insidious and produces a pale milky discharge, 


* « Pseudo-ariboflavinosis,” M. Ellenberg and H, Pollack, J. Amer. med. Ass. 
1942, 119, 790. 
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and is almost always exceedingly difficult to cure. In one 
S. African port seventeen of the crew contracted gonorrhoea 
and only two of them responded to large doses of sulphapyridine 
and sulphathiazole. This is of importance, because seamen 
are liable to spread this resistant type of the disease in this 
country. 

The treatment of men in the Merchant Navy always presents 
difficulty. A number of ships do not carry surgeons, and 
therefore adequate treatment is impossible, so that it is neces- 
sary for these men to be put ashore, where, even in the larger 
ports, there are no adequate facilities for hospitalization. In 
a large S. African city there are only 14 beds available for 
the treatment of venereal disease in Europeans. This means 
that the shipping companies responsible for the welfare of 
the individual have to keep him in a hotel or other lodging- 
house until such time as he can be repatriated. This unfortunate 
system allows a large number of men who are virulent carriers, 
with plenty of money and nothing to do after they have received 
their daily washout or weekly injection, to roam the town and 
spread the disease among the brothels and numerous enthusiastic 
amateurs who seem to abound in all ports in these times. 

The treatment of syphilis is even worse than gonorrhoea ; 
the Board of Trade regulations do not demand that anti- 
syphilitic equipment be carried. In peacetime, when a man 


was able to choose the ship in which he worked, the inter-_ 


national arrangement of receiving treatment in various ports 
was Satisfactory ; but now it is quite_impossible for a man 
to say when he will be able to remain in port long enough 
to receive treatment. Periods at sea are frequently a month 
and over. Three times in the course of the last. few months 
merchant seamen have come to me after I have lectured on 
this subject and they assured me they were told that they had 
been cured of syphilis by having twelve weekly injections of 
N.A.B. Each man produced a book showing he had a positive 
dark-ground, following which he had twelve weekly injections. 
One went so far as to say he had been told that he was fit 
to get married. I think further observation on this apathy, 
ignorance, or malpraxis is unnecessary. 

If the ship surgeon carries venereal patients he should receive 
adequate information in time to make the necessary prepara- 
tions. I quote two personal experiences. 

Two men were sent out from England to join the ship and they 
produced papers to show that they were suffering from syphilis. 
They stated that they had received injections but did not know the 
drug that was used. One did not know how many injections he 
had had. 

The other example I offer is that on the morning of embarkation 
for a long voyage 150 distressed British seamen came. on board. 
was assured by the Indian shipping master that they had been 
medically examined, required no treatment, and were fit to travel. 
However, I have been at sea for some time and am rather sceptical 
on such occasions, so I called a muster and found thirteen active 
venereal disorders among fhem. These men had all been attending 
the local hospital; they were suffering from primary chancre, 
chancroid, and gonorrhoea. In no case did any man have any 
papers stating the diagnosis or the treatment he had been receiving. 
Owing to the time factor it was quite impossible to obtain the 
necessary quantity of drugs to deal with the situation, so these men 
were sent ashore, which means going back to the hotels, to con- 
tinue to be an expense to their respective companies and a a 
source of infection to the women of the town. 


—I am, etc., 
Bournemouth. 


Incidence of ne Tuberculosis 


Sir,—It has been claimed that by means of mass radiography 
the incidence of tuberculosis could be ascertained, the cases 
discovered before they were a menace to their fellows, and so 
treated in the early stages that the disease could be eradicated. 
If we assume that it would reveal every case we have to realize 


J. C. H. BROWNE. 


that, as with any widespread infectious disease (at least 3% 


of all elements of the population are said to have active 
tuberculosis), all the cases and their contacts—i.e., the entire 
population—will have to be examined, preferably within the 
incubation period of the disease, and, in the case of tuberculosis, 
certainly within three months of exposure to infection. For 
the whole population this would necessitate the use of 1,000 
units with their full staffs, and if, as now suggested by 
Dr. J. V. Sparks (March 27, p. 398), medical officers should 


report on 500 films per week we should need about 6,000 
medical officers to interpret the films. Your correspondent 
Dr. N. P. Henderson (April 17, p. 487) states that even if 
each of the thirty units carries out 5,000 examinations per 
week “then some 10,000 bus loads per week will be proceeding 
throughout the country to cope with this new form of examina- 
tion” ; apparently with 1,000 units we should require 330,000 
buses for the purpose. It has further been suggested that the 
thirty units are but a beginning, and that gradually these can 
be increased to include all the population—i.e., give us the 
equipment, staff, etc., cited above, for they are necessary if 
the goal cited by the Minister of Health is to be reached. 
Has the immensity of the investigation in medical officers, 
technical staff, accommodation, and materials been considered 
by the Treasury? To carry out the investigation on relatively 
small numbers of the population, as can only be done with the 
thirty units—except, perhaps, in the gaols, where the outside 
contacts are few and not intimate—could not be regarded as 
a useful measure in preventive medicine. Even in the Services, 
with their close segregation, which permits of multifarious 
outside contacts not subject to inspection, the investigation must 
be conducted at least every three months to detect cases infected 
from outside, otherwise they would become foci of infection, 
the more dangerous because of the false sense of security 
given by the radiography. To impose it compulsorily, as 
suggested by some enthusiasts, on groups of workers, ignoring 
all contacts, would not be a contribution to preventive medicine, 
but would be an unjust penalization of the selected workers 
who happened to be so unfortunate as to be examined. How 
unfortunate is indicated by the aims of some officials. 
For instance, Flight Lieut. A. G. Evans (May 8, p. 565) states 
of the infected patient: “ This type of patient should never be 
re-employed in an indoor industry, however well he may feel 
in himself, except in a light sedentary job where he has an 
office to himself. The fact that a patient has become temporarily 
sputum-negative is no guarantee that he will not again become 
sputum-positive under conditions of stress. One envisages that 
in the future there may be some form of industrial segregation 
of this type of case in the big industrial areas so that they 
can be usefully employed in indoor industry. It is only by 
such bold measures that we can hope to tackle efficiently the 
problems before us.” And further: “It is hoped, and antici- 
pated, that a considerable proportion of these cases, having 
been discovered in an early stage, will be suitable for artificial 


pneumothorax, which after preliminary induction in a sana- . 


torium can be continued at the local tuberculosis dispensary.” 
It sounds like compulsory leper colonies with official freedom 
to act. 

How has this mass examination helped in the Services? 
Flight Lieut. Evans gives the results of 75,000 cases. He records 
the finding of 387 cases of inactive tuberculosis, 95 active 
without symptoms, 135 active with symptoms. He states: “It 
is wishful thinking to expect a majority of early cases at once, 
before the more advanced cases have been discovered in the 
preliminary surveys.” Obviously, as in the scheme the detection 
of early cases depends entirely on the radiographs, he cannot 
include in his figures the early cases, with and without positive 
sputum, which do not show any typical radiographic lesion. 
Those who ceny the existence of these cases confess: an 
ignorance of the grossness of the lesion necessary in some 
cases to give radiographic evidence of departure from the 
normal. A comparative study of lesions and their radiographs, 
whether they are in soft tissues or bone, reveals that these 
lesions and their surrounding reactions are considerably in 
excess of the size suggested by the radiograph ; and that in the 
lungs, which contain tissue of different densities, macroscopic 
lesions can be present without any radiographic indications. 

Flight Lieut. Evans does not indicate in his classification 
which patients did or did not show clinical signs or give 
a history of family or other contact infection. The mass 
radiographic examination ignores these factors. Of the sputum- 
negative cases without symptoms but with evidence of active 
infiltration he states: “It is suggested that in the younger age 
groups so discovered the individual should be re-radiographed 
six-monthly for two years, then annually for three years. . If 
the patient is then written off the dispensary books he will be 
given due warning, should any symptoms arise, to report first 
to his local practitioner.” If a patient who has had active 
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infiltration can be “ written off,” and not re-radiographed even 
annually without he reports the development of symptoms, why 
incur all this expense of periodically radiographing masses of 
the population who are happy and well? Why not leave it 
until they develop symptoms and report to their doctor, who 
should be alive to the significance of the symptoms, of the 
family history, infective contact, and, possessing a knowledge 
of clinical signs, can then refer the patient for further investiga- 
tion by the tuberculosis officer? This method already provides 
more cases than we have either the accommodation or the staff 
to treat, and we still cannot control the infective person or 
prohibit the sale of unsterilized tuberculous milk.—I am, etc., 
Birmingham. -JAMES F. BRAILSFORD. 


Planning for Treatment of Head Injuries 


Sir,—It is difficult to see what harm could be done to the 
patient in taking what Dr. T. Rowland Hill (April 10, p. 457) 
and Dr. Harold Parsons (May 1, p. 550) consider an over- 
optimistic attitude in the management of head injuries. On 
the other hand, it is obviously harmful to adopt the pessimistic 
bias expressed in Dr. Hill’s routine question: “ Do you feel the 
same man that you were before the accident or have you never 
fully recovered from it?” With our present knowledge it is 
impossible to disentangle the “ organic ” and the “ psychogenic ~ 
factors of the traumatic syndrome. Early reassurance and 
graduated exercise are a definite help and have not proved to 
be dangerous. The relatively early social readjustment following 
their application can safely be regarded as an asset both for 
the individual and the community. Whatever the cause and 
intensity of the headaches, etc., may be they will be borne 
more easily by a person who considers himself fit for his job. 
On the other hand, cases treated by prolonged rest in bed and 
without some kind of psychological help early on do indeed 
have a bad prognosis.—I am, etc., e 

Radcliffe Infirmary, Oxford. 


Control of Head Lice 


Sir,—In Memorandum No. .230A/Med. published by the 
Ministry of Health, entitled, “Memorandum on Control of 
Head Lice,” the claim is made that lauryl thiocyanate “ is 
undoubtedly lethal to lice and nits.” Mention is also made 
of the fact that when lethane was used for the treatment of 
a group of 8,746 cases only 0.916% of failures was noted, 
the criterion for failure being the finding of live lice from one 
to three weeks after treatment. 

Similar experiments were tried in Liverpool, but it will be 
noted that the criterion for failure in the Liverpool experiments 
was the finding of live larvae from one to three weeks after 
treatment. This difference in standards ‘may account for the 
big discrepancy in the percentage of failures recorded in the 
two series of experiments. The Liverpool experiments were 
carried out in two remand homes and one city hospital, where 
the opportunities for reinfestation were practically negligible. 
As against the previously reported 0.916% of failures 35° 
of failures was recorded—i.e., live lice were found, at some 
time or other, one to three weeks after treatment. Almost 
invariably the lice found in these cases of failure were very 
diminutive in size, looking like specks of dast, yet on magnifica- 
tion they proved to be larvae. In the Liverpool expefiments 
these were found mainly as the result of the nurse who carried 
out the experiments teasing out the combings on a piece of 
paper and examining them with a magnifying glass. It is 
suggested that the small percentage of failures encountered 
in the experiments quoted in the memorandum may be due to 
these small larvae having been missed by the naked eye of 
the observers. 

The Liverpool experiments fully confirmed the fact that 
lethane was lethal to lice, but the big percentage of failures 
recorded can only be attributed to the fact that the lethane was 
not lethal to the nits, because in most of the cases the heads 
were inspected daily after the lethane application and adult 
lice were never found, only young larvae, some days up to 
three weeks later. Obviously these must have hatched from 
the nits which had purposely been left behind and had “pe 
been killed by the lethane. That lethane did not act as 
preventive for killing the néwly hatched larvae for more then 
a day or two was shown by the number of instances in which 
live larvae were found a few days after its use. It is possible 


— SCHILLER. 


that on exposure to air lethane loses its potency through 
volatilization of its lethal factor. That lethane does possess 
a volatile factor was shown by the fact that when lice were 
placed in vessels at the bottom of which were a few drops 
of lethane with which the lice could not come into contact 
they always died within an hour or less. 

Considerable experience at a camp school has elicited the 
fact that complete disinfestation of heads by combing alone 
is by no means always successful. Various experiments, there- 
fore, have been continuously tried for the past twelve months 
with the object of finding some modification of the lethane 
treatment which would devitalize any nits that might be, and 
often are, inadvertently left behind after combing. In my 
opinion this factor is at least equally responsible with “ home 
reinfestation ” for causing relapses after treatment by combing 
with a fine-toothed steel comb. 

Without going into the details of the various experiments 
referred to, the latest to be tried might with advantage be 
recorded, in the hope that others will try out the use of lethane 
alone and the following suggested modification. The hair is 
first saturated with a 2% solution of lysol at a temperature 
about 104° F. After this lysol treatment the hair is combed 
by the usual methods for the removal of lice and nits. (It 
was found that the hot lysol treatment greatly facilitated the 
removal of the nits from the hair.) After combing, the hair 
is treated with lethane in the manner advocated in the Ministry's 
pamphlet. 

Up to the present ninety cases have been treated by this 
method and subsequently followed up for three weeks. In 
not one single instance was any further evidence found of 
infestation. Cold lysolefollowed by lethane was not so effec- 
tive ; it showed 10% of failures. Both the lysol solution and 
the lethane can be very irritating to the eyes, which during 
treatment should be protected by means of cotton-wool pads. Uf 
the experience of others confirms the fact that the preliminary 
treating of infested hair with hot lysol does succeed in destroying 
the nits, a further*step forward in combating the head lice 
problem will have been achieved.—I am, etc., 


Liverpool R. GAMLIN. 


Scabies 


Sir,—The question of recurrence in this complaint does not 
seem to have received the attention it merits. After reading 
various contributions to medical journals on this subject, one 
is led to imagine (did one not know better) that about two 
or three applications of certain medicaments will settle the 
problem in individual cases, and should a recurrence occur, 
or, rather, should itching persist, this is put down to the residual 
irritation that follows for a time after a cure. 

The fact remains that some individuals appear to have skins 
which are resistant to the two common remedies—sulphur and 
benzyl benzoate. After an apparent cure the trouble starts 
again, even though, within the limits of their means, they have 
been careful about changing their underclothes and bed-clothes. 
There is another type of patient, not so careful about personal 
hygiene, who often has a persistence of scabies around the 
wrists, and one looks askance at those moth-eaten fur coats 
and not-so-clean overcoats. How is one to ensure a disinfesta- 
tion of this kind of garment? For, if it is true that clothes 
act as fomites, it is probable that the tenacious hold which the 
acarus gets to the edges of the sleeves is responsible for keeping 
up the infection at the wrists. 

Relatively, treatment of scabies in the Services must be a 
simple problem, because the medical officer can have his wishes 
carried out, whereas in civil practice one has to contend with 
all kinds of difficulties in the home. Scabies, therefore, in en 
industrial practice continues to be the vexatious problem that 
it is to-day, and in some cases much time is lost from work. 
To this must be added the loss of sleep and serious debility 
suffered by children, who are also afflicted on quite a con- 
siderable scale. 

The time seems to be due to make scabies a notifiable disease, 
and municipal clinics should be established for treatment and 
education of the public as to how to avoid scabies, and what 
to do themselves when they contract it. This is perhaps a 
counsel of perfection, but it would at least be a start in the 
right direction.—I am, etc., 

Hove. G. L. Davies. 
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Abdominal Rigidity in Blast Injuries P 
Sir,—Lieut.-Col. Denham Pinnock and Lieut.-Col. Paul Wood 
(May 1, p. 537) stress the extreme difficulty which may arise 
in differentiating between upper abdominal rigidity due to 
peritonitis and that secondary to a thoracic lesion. There is 
one diagnostic trick which I have found may sometimes be 
of great help in distinguishing such a condition as pleurisy 
on the one hand from, say, a perforated ulcer on the other. 
Rigidity due to peritonitis will generally tend to diminish on 
respiration. If, nowever, the rigidity is of thoracic origin, it 
will often be found that there is a definite relaxation of the 
upper abdominal wall when the patient is told to hold his 
breath, with his mouth open, at the end of expiration. This 
sign is sometimes enough to turn the scales when deciding 
whether or not to perform a laparotomy.—I am, etc., 


STANLEY C. Raw. 


Collapse Therapy 
Sir,—We have read with interest Dr. W. D. W. Brooks’s 
suggestion that many patients with early pulmonary tuberculosis 
could be treated with an artificial pneumothorax and then 
discharged after only a short period of institutional treatment. 
We are in sympathy with this as a wartime expedient (and ‘t 
was on account of the shortage of accommodation for the 


tuberculous that Dr. Brooks put forward the idea), provided | 


the place which the A.P. holds in the treatment of the disease 
is fully realized. 

The A.P. has never yet and never will cure phthisis. A cure 
can only be attained by the patient Yeveloping resistance to 


. the disease, and this is brought about by such constitutional 


remedies as rest (mental and physical), good food, and fresh 
air—in fact, all which is embodied in the term “ sanatorium 
routine.” The A.P., by placing the lung in the best possible 
condition for healing, is an adjuvant only in the control of 
toxaemia and the spread cf disease, and assists considerably 
in the mechanical closure of cavities. Nevertheless, as 
Dr. P. Heffernan has intimated (May 8, p. 581), success 
ultimately depends upon the building up of the individual 
resistance. 

We have both had experience of the “ peripatetic” A.P., and 
have occasionally been urged by patients to adopt this method 
because they were unable, for domestic or financial reasons, 
to undergo a full course of orthodox sanatorium treatment. 
We have not been impressed with the results ; recovery in such 
patients has seemed slower and more uncertain and the 
incidence of effusions higher. Dr. Brooks’s suggestion should 
only be acted upon in those early sputum-positive cases in 
which activity is minimal—i.e., absence of constitutional 
symptoms and only a slight increase in the B.S.R.—and we 
believe that with this proviso the number of patients who can 
be safely treated in this way will be disappointingly smali.—- 
We are, etc., 

London, W.1. H. V. Mor.ock. 
N. L. Russy. 


Sir,—May I be allowed to endorse the warning given by 
Dr. Gregory Kayne ‘(April 24, p. 519). He urges that the 


patient with an artificial pneumothorax may properly be treated — 


as an out-patient only when he has beén stabilized in a 
sanatorium, and shows, from recent American experience, that 
neglect of this proviso leads to an increased incidence of 
empyema. The incidence of empyema in A.P. cases, even under 
institutional conditions, is higher than one might suppose. 
When examining published statistics I found a total of 284 
empyemata in 2,646 cases, a percentage of 10.7 (Lancet, 1939, 
1, 134). It seems likely that the figure is higher rather than 
lower in unpublished cases. The long and disheartening course 
of tuberculous empyema, and its frequently fatal termination, 
make it a complication to be avoided. ‘‘ The average mortality 
for published cases, then, was approximately 50%. One must 
not suppose, however, that the remaining patients were cured. 
On the contrary, many were classed as ‘improved,’ which 
meant that they died slowly. . . . And no doubt*the mortality 
for unpublished cases would be greater still.”—I am, etc., 


Westminster. LAWRENCE ROBERTS. 


Test of Resolution and Endurance 


Sir,—Dr. Harper believes that the 40-mm. test may te 
regarded as an indication of the resolution and power o 
endurance of the subject and/or his physical fitness, ang 
Sir Adolphe Abrahams has doubts. It may, therefore, be worth 
while to record the results of this test, performed at sea-level 
on twelve men who afterwards climbed high on Mount Everest, 
The highest camp reached by each climber may be: taken 4s 
a good index of his physical fitness, for each man climbed wp 
the greatest height of which he was, in my opinion, at the tim 
capable. In only one instance was I not present to give ap 
opinion. 


Highest Camp No. of 40-mm. Test 
Reached Climbers Range Average 
VI (27,400 feet) .. 6 50-90 seconds 70 seconds 
IV (22,700 ,, ) 4 58-90 ,, 77 


I am not suggesting that these figures are of great significance, 
but they may be of interest, and I record them for what they 
are worth.—I am, etc., 


Whitchurch, Bucks. RAYMOND GRSENE. 


Irritant Spectacle Frames 

Sir,—In December, 1927, the late Dr. R. W. MacKenna <f 
Liverpool treated a patient for spectacle dermatitis such as 
described by Dr. H. Thistlethwaite (April 17, p. 493). It was 
the first case he had seen, and he referred to his colleagues 
in London, none of whom had seen a case. Shortly after 
that date Dr. Elizabeth Hunt told me of an article which had 
appeared in an American journal describing the condition and 
showing how an outline inflammation was produced on the 
arm by binding the frames on to the patient's arm. Since 1927 
Dr. MacKenna’s patient has been supersensitive to anything 
with black or brown dye—e.g., gloves or clothing.—I am, etc. 

Aberdeen. W. M. Gray. 


A Wheeled Stretcher or Equipment Carrier 

Sir,—Your correspondent Dr. K. Vernon Bailey (May 1, 
p. 542) is probably not aware that a wheeled stretcher carrier 
was in use by the British Army during the war of 1914-18, 
and with slight modifications is still being used. This official 
stretcher carrier has stood the test in war; it is capable of 
withstanding very rough handling and is of simpler construction 
than the model described by your correspondent. The fact 
that it is designed to carry only one stretcher is considered an 
advantage on active service. 

The ‘“ Miller-James " .collapsible stretcher carrier has a folding 
collapsible frame. The axles are jointed so that the two wheels can 
be brought close together and the apparatus easily transported. 
Running up from the axles at each side are two elliptical springs, 


on the top four corners of which the stretcher is supported. The 
tyres are pneumatic, of broad tread, and consequently do not sink 
deeply in firm mud, but offer great resistance when forced through 
liquid mud. 
—I am, etc., - a 
The War Office. C. A. WHITFIELD, 
Lieut.-Col. 


Ro! 


SI 
of t 
imm 
is 
do 1 
reall 
If 
mus 
that 
of t 
justl 
il 
coul 
inca 
serv: 
2 —J] byt 
prof 
Si 
mist 
4 in tl 
poin 
ago. 
to 
was 
mor 
all 1 
wha 
now 
and 
clini 
Ne 
The 
on 
an ¢ 
educ 
. = {/ Live 
/ surg 
‘ ~ ut 
i 
Hey 
the | 
Join 
of t 
befo 
East 
surg 
in 


may be 
power of 
ness, and 
be worth 
sea-level, 
t Everest, 
taken as 
limbed 
the time 
) give an 


«f 
such as 
It was 
tly after 
hich had 
tion and 
on the 
nce 1927 
anything 
am, etc., 
Gray. 


r 

‘May 1, 
carrier 
1914-18, 
Official 
able of 
truction 
‘he fact 
ered an 


folding 
eels can 
sported. 
springs, 


— 


May 22, 1943 . 


OBITUARY 649 


Doctors and the Future 

Sir,—We have been unable to find any concise statement 
of the evidence on which the agitation for the drastic and 
immediate changes in the conditions of medical practice is 
based. The agitation suggests a general feeling that something 
is radically wrong with our present methods and that patients 
do not get proper and efficient treatment. Is such a feeling 
really widespread, and, if so, how has it arisen? 

If it is justified by facts it is apparent that a serious effort 
must be made to remedy the proved defects, bearing in mind 
that it takes some time to assess the value of any new form 
of treatment. If it is of the nature of a panacea envisaged 
by idealists it deserves respect and, possibly, consideration. If 
it is merely a nostrum exploited by political hucksters it might 
justly excite resentment. 

The production and publication of evidence in a form that 
could be readily digested by busy doctors would be of 
incalculable value, not only to them and to the younger men 
serving with the Forces, who, after all, are those most affected 
by the proposed changes, but to those, less actively engaged in 
professional work, who have time to decide the future of 
medicine.—We are, etc., 

A. Basi. Rooke. 
THomas Rosson. 


J. H. BenTLEY. 
D. D. Mapas. 


Royal Victoria and West Hants Hospital, Bournemouth. 


C. E. P. Marksy. 
J. W. NANKIVELL. 
HuMmpurey I. MaArRINER. 


Chairs of Child Health 


Sir,—I am glad that Prof. Sydney Smith has corrected the 
mistake that the University of Durham was the first university 
in the kingdom to establish a chair of child health, and has 
pointed out that Edinburgh took this step more than 10 years 
ago. This gives me the opportunity of paying a tribute both 
to that university and to the University of Glasgow. There 
was a time when each of these Scottish universities was spending 
more on their departments of child liealth or paediatrics than 
all the English universities and medical schools put together. 

How heartily I agree with Prof. Smith when he says that 
what matters most, however, is that these departments should 
now be established in our universities! The promotion of health 
and the cure of disease in children are not subjects of minor 
clinical importance.—I am, etc., 


Newcastle-upon-Tyne. J. C. SPENCE. 


Obituary 


W. J. EASTWOOD, M.Ch., F.R.C.S.Ed. 
Brigadier, A.M.S. 


The death of William James Eastwood at the early age of 40, 
on service with the Army of the Middle East, has brought 
an end to a short but brilliant surgical career. During his 
education at Merchant Taylors’ School and the University of 
Liverpool, Eastwood held a high position both in the scholastic 
and academic fields, playing rugby football and running for 
his school, university, and county. 

After graduation he decided to devote himself to orthopaedic 
surgery, in which his skill has since been recognized inter- 
nationally. His contributions to surgery were few in number, 
but what they lacked in quantity was compensated by the 
clarity of writing and soundness of opinion. He had a peculiar 
gift for teaching both the undergraduate and the graduate, who 
recognized his determination to concentrate on principles rather 
than on details.. He was attached as orthopaedic surgeon to 
the Northern Hospital in Liverpool, while his work at Alder 
Hey Children’s Hospital and the Wigan Infirmary gave him 
the breadth of clinical experience on which his skill was based. 
Joining the Army two years ago he rose rapidly to the rank 
of brigadier, to which he was officially posted a few weeks 
before his death. His work as consulting surgeon in the Middle 
East was characterized by great organizing ability, tact, and 
surgical skill, and to him is due much of the improvement 
in results of the surgery in that*area. - 


In his personal contacts Eastwood was particularly happy, 
being kindly and helpful to those of his staff, and always 
willing to discuss their problems and help in any difficulties. 
Those of us who had the privilege of his friendship will 
remember him as a true friend, who seemed to be constantly 
bearing his own and other people’s burdens. 

T. P. McM. 


W. BREMNER HIGHET, F.R.C\S. 


The death of Temp. Lieut. William Bremner Highet, R.A.M.C., 
was announced at a meeting of the Royal College of Surgeons 
of England on Feb. 11. In July last he was elected a 
Hunterian Professor to deliver two lectures on injuries to 
peripheral nerves. He was born on April 10, 1911, was educated 
at Otago, and graduated M.B., Ch.B. of the University. of 
New Zealand in 1934. He was elected F.R.C.S. in 1938. After 
filling a post at the Dunedin Hospital he came to England 
in 1935 and held house appointments at the Dreadnought 
Hospital, the Princess Beatrice Hospital, the Royal Cancer 
Hospital, and the Norfolk and Norwich Hospital in turn. He 
obtained the Nuffield scholarship in orthopaedic surgery in 
April, 1940, and then became first assistant in the Nuffield 
Department of Orthopaedic Surgery (Peripheral Nerve Injury 
Centre) at Oxford, a post be held until he entered the R.A.M.C. 
in Sept., 1942. In 1941 he was awarded the Jacksonian Prize 
of the Royal College of Surgeons of England for his essay 
on “Injuries to Peripheral Nerves, with Special Reference to 
Late After-results,” and he contributed a paper on “ Splintage 
of Peripheral Nerve Injuries” to the Lancet of May 9, 1942. 
He had been a member of the B.M.A. since 1934. 

We are indebted to Prof. G. R. Girpiestone for the 
following appreciation. 


William Bremner Highet, to the great sorrow of his many friends, 
has been missing at sea since Dec. 6, 1942, and it must be presumed 
that he is lost. He was 31 years of age, and was born in Dunedin, 
New Zealand. He took his. M.B., Ch.B.N.Z. at Otago University, 
where he was awarded Junior National, Senior National, and 
University National Scholarships. He held house appointments at 
Dunedin Hospital, and in 1935 went with the second Byrd Antarctic 
Expedition as medical officer. Afterwards, before coming to England, 
he spent three months visiting hospitals in the U.S.A. From October, 
1935, to 1937 he held resident posts at the Norfolk and Norwich 
Hospital, and while resident orthopaedic officer there became deeply 
interested in orthopaedic surgery and decided to devote himself to it. 
He was subsequently R.S.O. at the Princess Beatrice Hospital, where 
he had charge of the fracture clinic and inaugurated a septic finges 
clinic. From the outbreak of war until April, 1940, he acted as 
surgical registrar at the Royal Cancer Hospital, where he made a 
thorough study of bone*tumours. In April, 1940, he joined the staff 
of the Wingfield-Morris Orthopaedic Hospital, Oxford, having been 
appointed Nuffield scholar in orthopaedic surgery. The creation of 
the peripheral nerve injury centre later jn the same year was followed 
by such an influx of cases that it soon became necessary to appoint 
a man who could devote all his time to work on nerve injuries. Thus 
at the end of 1940 Mr. Highet ceased to be Nuffield scholar, and was 
given a special research grant by the University. He assisted Prof. 
Seddon in the scientific study of the rate of regeneration of nerves. 
He developed a technique for the investigation of anomalous inner- 
vation of muscles and cutaneous areas, and in particular investigated 
the part played by the ulnar nerve in the innervation of the thenar 
muscles, and his findings have cleared up certain anomalies which 
had previously been encountered in some cases of total median thenar 
loss. In collaboration with Prof. Seddon he investigated the effects 
of post-operative stretching of nerves, where much loss of the nerve 
had necessitated the flexion of one or more joints; he also joined 
in research on certain ischaemic lesions which were found to be 
attributable to arterial spasm rather than to the original injury. 

In 1942 Mr. Highet was awarded the Jacksonian Prize of the 
Royal College of Surgeons for an essay on peripheral nerve injuries. 
He gave himself unsparingly to the study of peripheral nerve injuries 
and their operative treatment, and, spending long days in this most 
exacting work, mastered his subject. The victims of nerve wounds 
often suffer from severe disabilities which drag on for many months, 
and may need repeated operation. Many such men found in Mr. 
Highet both operative skill and personal encouragement, for he 
proved himself a good doctor and a good friend. He was on his 
way to similar work for the Forces over-seas when he lost his life. 

His colleagues learnt to appreciate his high qualities, which were 
associated with a fundamental integrity and modesty, more and more 
as they worked with him. His death is a very great loss to us and 
to the whole fellowship of orthopaedic surgeons. To Mrs. Highet 
and her child we extend our deepest sympathy. 
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Supplementing our obituary notice of Mr. C. LAMBRINUDI 
(May 15, p. 617) Sir Arthur Hurst writes: Some ten years ago 
Lambrinudi had a long and almost fatal illness which left him 
liable to sudden death at any time. He well knew this and 
the danger of overwork, but he never allowed it to interfere 
with the long hours he put in at the service of his patients at 
Guy’s and in private, for his great skill had‘ naturally brought 
him a large consulting practice. The hospital, however, always 
came first, and he looked forward to devoting all his energies 
to the service of his beloved Guy's after the war. Always 
cheerful and the best of company, he told me in a letter written 
within a month of his death that he had accommodated himself 
to living from day to day without fear of the future and enjoying 
every minute. He will be sorely missed by his many devoted 
friends and his innumerable grateful patients, who will all wish 
to extend their sympathy to his wife, son, and daughter. 


Dr..G. Douctas McRae, who died in Edinburgh on May 7, 
aged 68, was well known as a psychiatrist. He graduated M.B., 
C.M.Ed. in 1895 and proceeded M.D. with honours in 1907, in 


_ which year he was elected F.R.C.P.Ed. Dr. McRae took up the 


study of mental disease not long after graduation, and was for a 
time assistant medical officer at the West Riding Asylum, 
Wakefield, and then assistant physician and pathologist at the 
Royal Morningside Asylum. His last appointment was that of 
physician-superintendent at Glengall Hospital, Ayr. He served 
as president of the Royal Medico-Psychological Association in 
1937-8 and had been joint editor of the Journal of Mental 
Science. He joined the British Medical Association in 1897 and 
held office as president of the Glasgow and West of Scotland 
Branch in 1923. He was also a member of the Edinburgh and 
the Glasgow Medico-Chirurgical Societies. 


Capt. G. N. BranaM, F.R.C.S., died in Baghdad on Nov. 16 
and an obituary notice appeared on Dec. 12, 1942'(p. 710). A 
colleague writes: Dr. Braham’s work as a surgeon in Iraq will 


be looked upon with great respect by British and Iraqis for a 


long time to come. His great virtues as a surgeon were his 
sound judgment, careful handling, and avoidance of meddle- 
some surgery. He was an excellent practical teacher, a good 
clinician, and a skilful operator whose cases did well. He had 
very good hands and had the art of imparting his skill to others, 
being patient and very helpful to his assistants who were train- 
ing under him. At the same time he was fearless in his 
expression of opinion on medical matters and was a great asset 
to the Council of the Medical School. He was very generous 
to all who sought his advice on any problem and it was most 
sound. He had a profound understanding and sympathy for 
the country to which he gave much of his work and did much 
to promote harmony. 


The following well-known medical men have died abroad: Dr. 
EpwarpD R. MALONEY, emeritus professor of dermatology at New 
York University College of Medicine and consulting dermatologist 
to the Bellevue Hospital, New York, aged 68; Dr. Davip KING 
SmitH, formerly president of the Toronto Academy of Medicine and 
member of the British Association of Dermatology and Syphilology 
(Canadian Branch), aged 69; Dr. Aaron JosHua RosanorF, professor 
of psychiatry at Los Angeles and associate editor of the American 
Journal of Psychiatry; Dr. EpGar ALLEN, professor of anatomy at 
Yale University School of Medicine, aged 50; Dr. Ewinc WILBER 
Day, past-president of the American Otological Society and emeritus 
professor of otology, laryngology, and rhinology at the Pittsburgh 
University School of Medicine; Dr. Jean Louis BuRCKHARDT, 
director and founder of the Children’s Sanatorium at Davos, formerly 
lecturer on ‘hygiene and bacteriology at Basle University; and Prof. 
Georg Magnus, director of the Surgical Clinic at Munich and 
coeditor of the Miinchener medizinische Wochenschrift. 


Among recent arrivals in this country from the U.S.S.R. is Prof. 
S. A. Sarkisov, who represents the Soviet Red Cross and Red 
Crescent, and who is exchanging with experts here new knowledge 
gained in the treatment of wounded and sick and in rehabilitation. 
Prof. Sarkisov was born in 1895, and in 1926 helped to organize the 
Moscow Brain Institute. He has published over 30 works on 
neurology and psychiatry, and is a member of the administration 
of the Soviet Society of Neuropathologists and Psychiatrists, of the 
Soviet Society of Physiologists, and of the Neurosurgical Council. 
Since 1937 he has been vice-president of the Scientific Medical 
Council of the U.S.S.R., of which N. N. Burdenko is president. 
This council forms a very important part of the medical organization 
of the U.S.S.R. 


Medical: Notes in Parliament 


Mr. Johnston, in the House of Commons on May 6, intro- 
duced the Nurses (Scotland) Bill to make provision in Scotland 
for the enrolment of assistant nurses for the sick, for the 
restriction of the use of the name or title of nurse, and for the 
regulation of agencies for the supply of nurses for the sick, and 
to amend the Nurses Registration (Scotland) Act, 1939. The 
Bili was read a first time. . 


Positive Health in the House of Lords 


A debate on the health of the people was opened in the 
House of Lords on May 5 by Lord Geppes. He said that 
during the evacuation from the great towns in 1939 he had been 
impressed by the listlessness of the young people and adults 
from the crowded areas of the cities. Their physical condition 
was better than when he was a young doctor, and signs of 
rickets were absent, but a great deal of their independence 
seemed to have vanished. He had noticed a similar contrast 
between the conscripts of this war and the young men who 
served in 1914 or in the Boer War. This Easter he had seen 
some of the children still evacuated and they were grand. They 
were entirely different young people. Adults and elder children 
who came to the country in 1939 and 1940 were to a surprising 
extent convinced that they were not well. They all seemed to 
believe that patent medicine was an essential element of diet. 
In the cities and even in Government offices people had been 
infected in the cult of negative health and thought that they 
ought always to be taking medicine. The term “ positive 
health,” which had been used in the report of the B.M.A. on 
the organization of the medical profession, had a_ special 
meaning. It meant that you were not going to be ill. The 
whole tendency of the medical profession was to deal ‘with 
people by giving them tablets out of a bottle or fluid in a 
bottle. That must be so under present conditions, and would 
be worse under a State Medical Service. To be well without 
taking anything was what positive health meant. A certain 
amount was done for positive health by a section of the medical 
profession, and a good “deal by the Ministry of Food, but 
ideas on it were vague. Importance was attached to measurable 
things like height and weight. But large size was not necessary 
to high efficiency. There was as yet no science of positive 
health. There was no knowledge whether a child was benefited 
by being given large quantities of milk between 11 and 13 years. 
It grew larger, but there was evidence to show that men of 
larger sizes and larger bulk were dying younger. The death 


- rate was rising in the 50-65 period, which showed something 


was wrong in the general life of the individual. Positive health 
meant that the body of each man, woman, and child should 
have power to resist the assaults of the pathogenic bacteria. 
These resistances should be natural. Science in medicine at 
present laid an undue emphasis on the attackers and too little 
on the defence of the human body. Alexis Carrel had sug- 
gested there should be in each of the great countries a “ General 
Staff of Health,” to advise the Government on social legislation 
affecting health. Such a general staff would perhaps report 
to the Government through the Lord President of the Council. 
It would not be a research body, but would collect results of 
research. 

Lord SNELL, replying for the Government, said the present 
medical services would stand comparison with any in the world. 
But these services tended to be piecemeal and restricted in their 
scope. The Government had laid on local authorities a 
statutory responsibility for planning comprehensive hospital 
services on the basis of wide areas and of division of function 
between hospitals. The post-war policy must include the 
position of the general: practitioner. Thousands of young 
doctors were away on war service and had the right to expect 
conditions when they returned which would give them an 
honoured and useful place in their profession. The Government 
had accepted the principle of a national health service which 
would meet the needs of every citizen. In a few months a 
general statement of the Government's proposals would be pub- 
lished. There was no need to be unduly depressed about the 
conditions revealed by the evacuation. 

Lord Geppes said the reply of the Government confirmed 
his impression that what was meant by positive health was not 
fully appreciated. 


Government’s Proposals for Health Services 

Sir Percy Hurp asked on May 6 whether steps will be taken 
to enable medical men and women and nurses serving with the 
Forces abroad to express their views in the discussions now pro- 
ceeding on the future of medical and health services. Mr. 
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Brown replied that he contemplated publishing as soon as prac- 
ticable a statement of the general nature of the Government's 
proposals, which would enable everybody (including men and 
women in the Forces) to see for themselves what was suggested 
and to discuss and, if necessary, criticize before the stage of 


legislation was reached. 
Osteopathy 


‘On May 6 Mr. Baxter asked the Minister of Health if there | 


was any likelihood of his changing his attitude towards osteo- 
pathy in wartime, and if it was his intention to recognize 
osteopathy as a legitimate branch of medical science. Mr. 
Brown replied: No, sir. It is not my intention to propose any 
amendment of the law on this matter. 


Rehabilitation Treatment for Civilians 

Mr. GRANVILLE on May 4 asked the Minister of Health if 
he would consider providing rehabilitation centres for sick and 
injured artisans analogous to those provided for the Services, 
to be worked by, or in conjunction with, factory medical officers. 
Mr. ERNEST BROWN replied that rehabilitation treatment of the 
kind referred to was already being provided at or in connexion 
with a number of hospitals under the E.M.S. scheme, and 
medical officers of his Department were at present visiting all 
the larger hospitals in each region to discuss with the hospital 
authority methods of developing such provision. He under- 
stood that the Minister of Labour had decided to set up an 
experimental centre for certain types of cases needing rehabilita- 
tion beyond the stage to which it could reasonably provided 
as part of the hospital services, and that he had under con- 
sideration the question of extending the experiment in accor- 
dance with the recommendation of the Interdepartmental Com- 
mittee on the Rehabilitation and Resettlement of Disabled 
Persons. 

Domestic Staff of Nursing Homes.—The Minister of Labour and 
National Service has instructed his local officers not to withdraw 
domestic staff in nursing homes except after consultation with 
Regional Officers of the Ministry of Health and with their consent. 
Mr. Brown has instructed his Regional Officers to consider each 
case on its merits, and if a particular nursing home is an essential 
part of the area’s hospital facilities, to advise that it should be 
treated on the same lines as a hospital, so that the domestic staff 
there would all be reserved. If, however, there are redundant staff 
by hospital standards agreement would be given to withdrawal of. 
the redundant workers. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In a Congregation held on May 6 the following medical degrees were 
conferred : 


B.M., B.Cu.—M. J. Long, R. Patuck, *J. C. H. Dunlop, *G. K. H. Hodgkin, 
*D. M. de R. Winser, *L. E. D. F. Joubert, *D. H. Garrow; *G. D. W. 
McKendrick, *E. H. Hillyard, *T. hg J. Williams, *Sheila R. Tangye. 

*In a 


UNIVERSITY OF SHEFFIELD 
At a meeting of the University Council held on May 14 Mr. J. T. 
Chesterman, F.R.C.S., was appointed lecturer in surgical pathology 
and assistant curator of the museum. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 

At a meeting of Council on May. 13, with Sir Alfred Webb-Johnson, 
President, in the chair, Mr. J. B. Hume was re-elected a Member-of 
the Court of Examiners for the period of one year from June 10, 
1943, and Prof. R. V. Bradlaw was elected a Member of the Board 
of Examiners in Dental Surgery for three years from June 10 next. 
It was decided to recognize the post of resident surgical officer at 
the Guest Hospital, Dudley, for the six-months surgical practice 
required of candidates for the Final Fellowship Examination. Mrs. 
H. P. Herbert, B.A., was appointed a Leverhulme Scholar for the 
year beginning May 10, 1943, for her research on the metabolism 
of proteins, especially in relation to their protective properties 
against disease. Mr. Arnold Sorsby, F.R.C.S., was appointed 
Research Professor in Ophthalmology at the Royal College of 
Surgeons of England and the Royal Eye Hospital for the period of 
five years from July 1, 1943. A Professorship in Experimental 
Pathology was conferred upon Dr. W. E. Gye, F.R.S., Director of 
the Imperial Cancer Research Fund. Prof. Gye and Mr. H. G. 
Crabtree were appointed Lecturers of the Fund in the College for 
the ensuing year. Group Capt. G. L. Keynes was nominated external 
examiner in surgery for the Fellowship examination of the Faculty 
of Radiologists. 

Diplomas of Membership were granted, jointly with the Royal 
College of Physicians, to the candidates whose names appear in the 
report of the meeting of the Royal College of Physicians published 
in the Journal of May 15 (p. 618), and to Sheila W. Anderson, 
G. A. James, and M. F. C. Walker. 


.The Services 


| 


A Supplement to the London Gazette, dated May 14 
announces the appointment to O.B.E. (Military Division) of 
Acting Squad. Ldr. Frederick Thomas Moore, F.R.CS., 
R.A.F.O., and the award of B.E.M. to Leading Aircraftman 
B. V. Icke.. One night in March, 1943, an aircraft crashed on 
an R.A.F. station and immediately burst into flames. Squad. 
Ldr. Moore (the duty medical officer) saw the accident and, 
accompanied by L/A Icke, a medical orderly, proceeded to the 
scene. Squad. Ldr. Moore directed the removal of the rear 
gunner, who was dazed and sitting amongst the burnin 
wreckage, to a place of safety. The aircraft was now envelo 

in flames and ammunition was exploding. Nevertheless, despite 
the intense heat and the danger from exploding oxygen bottles, 
this officer and airman entered the burning wreckage in an 
attempt to rescue another member of the crew who was pinned 
down. Without any protective clothing they lifted aside the 
burning wreckage and, with great difficulty, succeeded in extri- 
cating the injured man. Squad. Ldr. Moore rendered first aid 
to the rescued man and sustained burns to his chest and hands 
in carrying out the operation. This officer and airman both 
displayed courage and devotion to duty in keeping with the 
highest traditions of the Royal Air Force. 


CASUALTIES IN THE MEDICAL SERVICES 


Prisoner of War in Japanese Hands.—Capt. M. F. Smith, 
R.A.M.C., Cambridgeshire Regt. 
Died.—Lieut. Sheila Dorothy Markham Brown, R.A.M.C. 


Medical News 


———— — _ |] 


A paper on identification of animal fibres will be read by Dr. 
J. L. Stoves before the Medico-Legal Society at 26, Portland Place, 
W.1i, on Thursday, May 27, at 5.30 p.m. Members may introduce 
guests to the meeting; tea at 5 o'clock.’ F 


At a meeting of the London and South-Eastern Counties Section 
of the Institute of Chemistry, to be held at 30, Russell Square, W.C., 
on June 16, at 6 p.m., Dr. W. T. J. Morgan of the Lister Institute 
will lecture on “ Some Recent Advances in Immuno-chemistry.” 


An opportunity for Roman Catholic doctors to discuss future 
medical services is being provided by the Sword of the Spirit Move- 
ment at a meeting to be held in the Essex Hall, EsSex Street, W.C.2, 
on Saturday, June 5, at 3 p.m. The subject is “ Catholics and the 
Future of Medical Services * (Assumption B of the Beveridge report), 
and the speakers will be Dr. Charles Hill, Dr. E. E. Larkin, and 
Dr. Letitia Fairfield. 


A special film session for doctors has been arranged by the Bristol 
Medical Officer of Health in collaboration with the Ministry of 
Information to take place at the Odeon Cinema, Union Street, 
Bristol, on Sunday, June 6, at 10.45 a.m. Two films will be shown: 
“ Scabies "—the new film just issued for the Ministry of Health— 
and “Neuropsychiatry.” An address on “ Scabies—a Present 
Problem ” will be given by an assistant medical officer, Bristol Health 
Department. Doctors will be admitted on presentation of their 
professicnal cards or by the invitation folder available on application 
to the Bristol Public Health Department, Kenwith Lodge, Westbury 
Park, Bristol, 6. k 

A meeting of the executive committee of the Cancer Control 
Organization for Edinburgh and South-East Scotland, the objects of 
which include the investigation, care, and cure of cancer, was held 
in Edinburgh recently. Among the subjects discussed was the fuller 
use by medical practitioners of the system of the organization 
whereby practitioners may arrange for the issue of travel vouchers to 
enable persons suffering or suspected of suffering from malignant 
diseasé to attend at Edinburgh Royal Infirmary for treatment or for 
examination. The honorary treasurer of the organization 1s Prof. 
William Annan, C.A., 22, Charlotte Square, Edinburgh, to whom 
subscriptions, donations, or bequests by way of legacy should be sent. 


The U.S. Office of War Information announced on May 10 the 
formal opening of the American Library, which has been operating 
for several months as a special reference library at the American 
Embassy, 1, Grosvenor Square, W. The library is designed for 
American, British, and other United Nations’ officials, agencies, for 
research institutions, cssociations, business, and for the Press. The 
American Library Association, the Library of Congress, learned 
societies, and many other American associations, and their opposite 
numbers in Great Britain, have been consulted constantly in building 
up this modest but potentially important centre and cultural focus. 
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EPIDEMIOLOGY SECTION 


The Treasury has made an Order under Section 20 of the Finance 
(No. 2) Act, 1940, exempting from purchase tax batteries of not less 
than 30 volts and not more than 90 volts specially designed for high- 
tension supply for deaf-aid appliances and using cells not larger than 
40 mm. over all in length by 134 mm. in diameter. The exemption 
applies only to goods delivered on sale or appropriated to retail 
trade or similar purposes on and after May 11, 1943, or, in the case 
of imports, to goods entered for home use on and after that date. 


Owing to prevailing conditions difficulty is being experienced by 
the London County Council in filling vacant positions for assistant 
pathologists in the hospital laboratory service. In order to secure 
a wider field of candidates it is proposed that a new class, to be 
designated junior assistant pathologist, should be instituted to appeal 
to medical practitioners who, although not fully experienced in 
pathological work, have a bias in favour of this particular branch 
of the profession. There are to be 17 such positions, the salary to 
be £500 a year, rising by annual igcrements of £25 to £575. 


The Colonial Office announces that a subcommittee of the Colonial 
Advisory Medical Committee has been appointed to advise the 
Secretary of State on the problems of venereal disease in the 
Colonies. Mr. T. I. K. Lloyd, an assistant under-secretary of State 
in the Colonial Office, will be the chairman of the subcommittee. 
The members include Sir Wilson Jameson, Sir Drummond Shiels, 
Dr. Mary Blacklock, Dr. Letitia Fairfield, Dr. Robert Sutherland, 
and the medical advisers to the Secretary of State. 


The Board of Trade announces that the sale and hire of all type- 
writers, except second-hand portable machines weighing less than 
22 Ib., are now controlled. No dealers or private individuals may 
dispose of or acquire typewriters without a licence, and special per- 
mission will be required before any machines may be broken up. 
Applications for licences should be addressed to the Directorate of 
Office Machinery, Hawkins House, Dolphin Square, S.W.1. 


-EPIDEMIOLOGICAL NOTES © 


Discussion of Table 


In England and Wales during the week the decline in the notifi- 
cations of infectious diseases continued, especially for measles 
386, whooping-cough 187, scarlet fever 87, and diphtheria 43. 
Dysentery, however, rose by 66, acute pneumonia by 40, and 
typhoid by 13. 

The rate of decline in notifications of measles was not so 
marked as previously, notifications falling by 386, compared 
with an average, fall of over 2,000 during the preceding three 
weeks. The largest decreases recorded during the week were 
Sussex 118, Warwickshire 115, Durham 113, Cornwall 100, 
London 90 ; the largest rises were Glamorganshire 112, Suffolk 
80, Berkshire 62, Northamptonshire 52, Hampshire 40. In two 
counties, Suffolk and Norfolk, the notifications were the highest 
during the present epidemic. 

Within the counties only small variations occurred in the 
incidence of diphtheria, except in Lancashire and Cheshire, 
where the incidence has been <lmost halved during the past 
five weeks. Diphtheria is still relatively prevalent in the North, 
and 38% of the week’s notifications were in the three counties 
of Durham, Lancashire, and Yorks West Riding. 

For scarlet fever the largest declines were Yorks West Riding 
69, Essex 31, and Lancashire 29; and for whooping-cough, 
London 48, Lancashire 47, Warwickshire 32. 

Notifications of dysentery were doubled during the week. An 
outbreak in Staffordshire, Stoke-on-Trent C.B., 45 cases, was 
confined to the nursing staff of the North Staffordshire Royal 
Infirmary. Kent, Maidstone M.B., reported 16 cases, Glouces- 
tershire, Bristol C.B., 14, Lancashire 13, and London 11. 

The rise in typhoid from 3 to 16 was due to sporadic cases 
occurring in nine counties. 

In Scotland the notifications of dysentery rose from 26 to 65, 
the highest level of recent months, the chief centres of infection 
being the counties of Banff 10, Midlothian 10, and West Lothian 
15. Notifications of measles fell by 165. Of the two large 
local epidemics, that in Glasgow-showed an improvement, the 
number of cases falling from 330 to 179; in Edinburgh the 
number of cases rose from 88 to 104. 

In Eire the high level of diphtheria incidence, which has 
pace since the beginning of January, continued ; 37 of the 

cases were, recorded in Dublin C.B. 


The Week Ending May 8 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,458, whooping-cough 
2,225, diphtheria 643, measles 10,090, acute pneumonia 745, 
cerebrospinal fever 61, dysentery 193, paratyphoid 7, typhoid 12. 


Puerperal pyrexia... 137} 17 —] .6 29 1 
Deaths 


Typhoid fevert 165 2 & 1 3 1} 10 — 
Whoopi 1, 115} 145} 18} 1,623) 194) 115) 34 13 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 1. 

Figures of Principal Notifiable Diseases for the week and those for the corre. 
_ — week opty for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Treland, 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126, great towns in England and Wales (including London), 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (@ 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable o 
no return available. . 


1943 1942 (Corresponding Week) 
Di 
Cerebrospinal fever .. 86 22); 5 149) 52 1) 
Deaths 3 3; — 
iphtheri 667, 42) 186) 98) 2 743| 185; 42) 
13 2 1 1 1 17 1 1 
Dysentery 135, 11 — | — 160} 15) 42 
Encephalitis lethargica, 
acute 3—| — | 33 — | 
Erysipelas 465 «9 «+2 36, 1 2 
Des 
Infective enteritis or 
diarrhoea under 2 
years 34 
Deaths 72| #14 4 15) #1 30) 2 3} 14 
Measles | 13,104} 38) 4,006) 562) 159) 133 
Deaths 165 3 6; — 
Ophthalmia neonatorum) 72; 8 2 100; 4 
Deaths 
Paratyphoid fever .. 13} 2 


Pneumonia, influenzal* 906) 37 S| 813) 28) 13) 4 6 
Deaths from (influ- 
enza) 


Pneumonia, primary .. 224, 9 306; 17 


Polio-encephalitis, acute 3; — —_—_ |— 
Deaths _ 


Poliomyelitis, acute .. 1 
Deaths 


Puerperal fever 21 2— 1} 11 1; — 


Deaths 


Relapsing fever |j— | — 
Deaths 


Scarlet fever .. 
Deaths 


ths 1 year ae 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) . 


Annual death rate (per 


1,000 persons living) 13-6) 14-0) t 14-4) 13-8) ¢ 

Live births .. 6,670) 764) 1,095 272] 6,312) 653) 965| 363) 313 
A 1 rate 1, 

22-4) 25-0) ¢ 20-0) 24-2) ¢ 
Stillbirths 228) 24) 38 222 43 
. Rate 1,000 total 

births (including 

stillborn) .. ne 34 43 


* Includes imary form for England and Wales, London (administrative 
county), and Northern Ireland. 
¢ Includes paratyphoid A and B for Northern Ireland. ; 
t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Letters, Notes, and Answers 


All communications in ragged 40 editorial business should be 
addressed to THe EDITOR, British Mepicat JournaL, B.M.A. 
House, Tavistock Square, Lonpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journa! Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate om MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.) Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC AppREsses.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScottisH Orrice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 
The Negative Phase 


Q.—What is the significance of the “ negative phase” following 
immunization? How long does it take to develop, and how long 
does it last in the case, say, of A.P.T. and T.A.B.C.? 


A.—When carrying out the active immunization of healthy people 
against diphtheria and the enteric group under ordinary, circum- 
stances, the practitioner may well forget the existence of the concept 
“ negative phase.” (At the same time, he must be prepared for the 
rare “ sea-lawyer ” type of patient, who, because he has been already 
heavily infected before vaccination, may develop the disease, and by 
a post hoc line of argument maintain that he is a victim of “ negative 
phase.” Anyone who is a member of a medical protection society 


will face such a contingency with composure.) In the laboratory one . 


could show, by carefully planned experiments, that the immunity of 


an animal partially immunized against, diphtheria or enteric could - 


be temporarily depressed by huge doses of toxin or antigen. It has 
therefore been argued that where intense exposure has existed—e.g., 
the drinking of water or milk heavily infected with bacilli of the 
enteric group—there is a possibility that the injection of T.A.B.C. 
vaccine might possibly increase the liability to clinical attack in. those 
infected with only a small dose of bacilli. A medical leader writer’ 
claimed that such vaccination was a “ highly undesirable procedure.” 
This does not seem to be the general view. Discussing the hypo- 
thesis that “ the administration of vaccine will for the time being 
lower resistance instead of increasing it, an effect which might be 
disastrous during the incubation period,” a leading article in this 
Journal’? concluded: “* An examination of actual evidence lends no 
support to this theoretical objection.” Sir John Ledingham* said 
that the literature abounds in records of .epidemics (isolated or 
explosive) where »vaccinatien of exposed persons has been put in 
force as.a measure of control without evidence of unfavourable 
results. With reference to the Portsmouth epidemic, Dr. Facey* 
stated that, in response to inquiries of various authorities, “ the 
general consensus of opinion was to the effect that inoculation was 
remienee indicated and that the risk of a negative phase could be 
ignored.” 

The League of Nations Health Committee’ in 1932 resolved that 
“ immunization is to be recommended even during epidemics in the 
case of children who have been in contact with patients, as there 
is so far no evidence on record as to the existénce of a negative 
phase.” It is improbable that a similar international committee 
would to-day reverse that resolution. 

The questioner will find his inquiry discussed at length in the 
Journal in the autumn of 1937 following the Croydon “ explosive ” 
outbreak of water-borne typhoid fever. He may also note that, from 
the birthplace of the “ negative phase,’ Dr. Maclean* in 1941 
observed: “* My own experience has led me to disregard the danger 
of a negative phase in healthy persons in the presence of an 
epidemic.” 

_ REFERENCES 

1 Lancet, 1937, 2, 1320. 

2 British Medical Journal, 1937, 2, 1128. 

3 Lancet, 1937, 2, 1402. 

4 British Medical Journal, 1937, 2, 1092. 

5 Quart. Bull. Hith. Org. L. o. N., 1932, 1, 1-6: quoted in Bull. Hyg., 1932, 


7, 623. 
6 Proc. roy. Soc. Med., 1941, 34, 255. 


Rough. Lips: Infected Nails 
Q.—There are two minor ailments which are constantly cropping 
up in general practice. The first is a condition of the lips (that part 
which is commonly rouged), met with in both sexes, where the 
epithelium is roughened and tags of loose skin appear on the surface. 
This condition is of course met with in acute illness and chronic 


disease, but I am mostly concerned with it as found in normal 
healthy subjects. The second problem is a form of chronic infection 
in the region of the finger-nails, mostly affecting females and very 
often near the menopause. One finger after another gets involved and 
pus wells up from the side of the nails for long periods before a 
cure is effected. 


A.—A scaliness about the lips, more common in girls and young 
women than in men, is not infrequently seen in dermatological clinics. 
When the condition is well marked, chronic fissures are usually 
present at the angles of the mouth, and the whole picture suggests 
a vitamin B, deficiency, and will sometimes respond remarkably to 
riboflavin, 1 mg. three times a day after food. (But it should be 
pointed out that the clinical manifestations of arib6flavinosis are at 
the moment a matter of dispute.) If the case does not respond to 
this vitamin alone, it is better to try a compound vitamin of the B 
group, giving, in addition, ascorbic acid 50 mg. twice a day. Some- 
times the scaly condition referred to is part of a seborrhoeic derma- 
titis, and the scalp should be examined to find evidences of this 
possibility, If scurf is present, the same vitamin therapy may be 
given with some advantage, but local applications are important. An 
ointment consisting of liq. pic. carb. m 30, sulph. praecip. gr. 10 in 
ung. acid. salicyl. B.P., will be found useful for the scalp, and, if 
applied very lightly, it may also suit the scaly skin of the face; but 
if it is not tolerated on the face, then 2% of ichthammol in lotio 
calamin. oleosa will be a better local application. It must be remem- 
bered that cheilitis and a scaly dermatitis about the mouth may 
result from lipstick or even from something in a tooth paste or 
perfume to which the patient is allergic, so that the possibility of a 
dermatitis from an external factor must always be considered. 

The second problem seems to be concerned with chronic 
paronychia, in which mild infections ogeur at the sides of the nail 
and may be very chronic and relapsing. Sometimes they are of 
mycotic origin, but usually are pyogenic. The general condition of 
the patient should be considered, and a tonic containing iron and 
arsenic, or a combined syrup of hypophosphites, should be given 
after meals. Local treatment consists in hot hypertonic saline baths, 
with gentle massage of the nail folds to express any underlying pus. 
After drying, the following paint should be applied night and 
morning to the edge and sides of the nails: phenol. liq. m 10, tinct. 
iod. mit. m 120, spir. meth. indust. ad oz. 1. When the condition 
appears to be cured the paint should be applied daily for a further 
month or two in order to prevent relapses. Frequent washings and 
employments which keep the hands continually wet (¢.g., in a bar- 
maid) render the skin folds about the nails very susceptible to 
infection, so that in relapsing cases it may be necessary to effect a 
change of employment. In dermatological clinics doses of x rays 
are very helpful in the treatment of the difficult cases. 


Hypertrophic Mastitis 

Q.—A well-built girl of 21 has been suffering for some 3 to 4 
months from what I believe to be a subacute mastitis. She has rather 
heavy breasts, and the lesion has been a tender diffuse lump in the 
upper lateral quadrant of each breast, more pronounced in the left 
one. 1,erdered a firmly supporting brassiére, and ultra-short-wave 
therapy was tried for a period, together with rest. She is a land-girl 
whose main occupation is milking. There was some improvement, 
but now she gets a severe relapse with the approach of menstruation. 
Would any form of hormone therapy be beneficial, since menstruation 
seems now to be the most aggravating factor? Her menses are fairly 
normal except that the interval between is sometimes slightly shorter 


than usual. 

.—The condition is probably a so-called hypertrophic mastitis, 
predisposed by some slight hormonic disturbance and determined 
and localized by trauma due to the pressure of a light brassitre or to 
her work. The term “ mastitis ” is really a misnomer, because it 
is likely that the changes are due to an exaggeration of the normal 
cyclical. activity of the breast with menstruation. The hormonic 
control is only partially understood, and so it would be wise to try 
other methods of treatment before resorting to hormone therapy. 
Superficial x-ray exposures will often relieve the pain and tenderness ; 
or, if available, radio-active pads (usually containing mesothorium), 
which are worn for a few days continuously, may be tried. The 
successful use of hormones in older women, especially those about 
the climacteric, does not indicate that they would be equally valuable 


in a case of this type. 


Premature Ejaculation 


Q.—What is the best line of treatment for a premature ejaculation 
which prevents effective penetration being achieved? There is no 
evidence of organic or psychological abnormality in either partner. 


A.—The treatment of ejaculatio praecox is one of the most diffreult 
that can be undertaken. Previously it was treated mainly by physical 
remedies—instillations into the posterior urethra of silver nitrate, 
light scarification of the verumontanum with a diathermy electrode, 
etc. Now it is generally believed that psychological rather than 
physical factors are responsible for the condition. It occurs usually 
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in sensitive, anxious men and is amenable to psychological treatment. 
This has usually to be prolonged and should be carried out by an 
expert. 
Arthritis and Intestinal Streptococci 

Q.—I have a patient with chronic infective polyarthritis, presumed 
to be due to intestinal infection with haemolytic streptococci, large 
numbers of these organisms being found in the stools. Is succinyl- 
sulphathiazole likely to be an effective intestinal disinfectant in this 
infection, and, if so, what are its toxic reactions ? 


A.—It is extremely rare to find haemolytic streptococci in faeces 
except those belonging to Lancefield’s Group D. These organisms 
Have many of the characters of Str. faecalis, and share with this 
variety of streptococcus a high degree of resistance to the action of 
sulphonamides generally. The proposed treatment is therefore not as 
hopeful as it sounds, but information available about the action of 
succinyl-sulphathiazole is not yet detailed enough for a categorical 
answer to be given. Very little of this drug is absorbed, and toxic 
reactions from it are negligible. (The “ presumption ” that arthritis 
is due to the presence of these streptococci in the bowel may not be 
correct. Such an association is often assumed but can rarely be 


substantiated.) 
Nasal Drops 


Q.—There is a preparation of ephedrine hydrochloride and argyrol 
now in wide use as nasal drops in catarrhal infections. Is there any 
danger in the prolonged use of this, especially in the case of 
children? The silver is, I believe, retained. What knowledge is 
there of any ill effects due to prolonged habitual use of benzedrine 
(or methedrine) nasal inhalation in chronic nasal cases ? 


A. Ephedrine is a useful vasoconstrictor for the swollen mucosa 
in acute inflammatory attacks, and argyrol acts as a demulcent and 
antiseptic. Where there is an inclination to use astringent applica- 
tions more than temporarily the swelling is probably in the nature 
of a vasomotor rhinitis and allergic in character, and therefore other 
treatment following suitable investigation is indicated. Silver has to 
be ingested for a long time to cause argyria, but some local staining 
may be produced more easily. Sollmann (Manual of Pharmacology, 
1942) states that “‘ many cases have been reported from the routine 
use of colloidal silver preparations, especially by the laity as 
prophylaxis against colds generally in children and young people.” 

Benzedrine also acts as a vasoconstrictor, but is more potent and 


causes dryness of the mucous membrane. The same criticism applies 


to its use, and any application which is employed constantly should 
be in the form of a warm saline solution in water. 


INCOME TAX 

Appointment—Deduction of Tax—Car Allowance 
“ Decta ” began work as assistant M.O.H. in June, 1941. His 
earnings for the period June, 1941, to April, 1943, were assessed 
somewhat late and the tax deducted during the period November, 
1942, to April, 1943; tax on the earnings of the year to April, 1943, 
is being deducted over the period November, 1942, to October, 1943. 
He has a car allowance of 4d. per mile, but owing to the petrol 
shortage this amounted to only £35 for the year to April, 1943. 

The car cost £130 when bought secon@-hand in June, 1941. 


*," (1) The tax appears to be correctly assessed. For 1943-4 
“ Delta ” will be assessed on the basis of his earnings for 1942-3, 
and the tax will be deductible over the period November, 1943, to 
October, 1944. 

(2) The income-tax authorities usually oppose any claim to include 

expenses allowance as income and to deduct the actual costs, 
holding that the employing authority may be assumed to have made 
an adequate allowance. Where, however, the mileage is relatively 
small the depreciation by wear and tear may be such as to make the 
rate of the allowance too low. The “ cost” to “ Delta,” calculated 
on the usual basis, would be running costs (including petrol, repairs, 
tyres, etc.) plus the depreciation allowance, which for 1943-4 might 
be put at, say, £20. It may well be that it would pay our corre- 
spondent, therefore, to substitute a cost claim for exclusion of the 
mileage allowance he received in 1942-3. Whether the point is 
worth pressing, however, depends on the amount of the running 
costs. The revenue authorities might oppose a subsequent return to 
the normal basis of excluding the allowance on the ground that the 
matter should be dealt .with consistently to ensure fairness. 


LETTERS, NOTES, ETC. 

* Prevalence of Pityriasis Versicolor 
Dr. James Hasson (London, W.2) writes: An epidemic of 
pityriasis versicolor seems to be occurring at the present time. I 
have examined several cases and found them true to type with no 
exception to their peculiarity of resistance to treatment. It will be 
interesting to know if other dermatologists have noticed an increase 
in the number of their cases. This “* maladie des gueux,”’ as it used 


to be called by Jeanselme, appears now to be spread amongst all 


classes. 


A New Syndrome ? 

Dr. K. TemMpLe Brown (University College of the South-West) 
writes: Referring to Dr. C. E. H. Milner’s letter (May 8, p. 590), 
may I suggest his using a preparation of vitamin B, for his patients. 
This is the vitamin with which Nature is frugal, and several cases 
of symptoms due to its deficiency spring to mind, all within the 
past two years. There was a french polisher, who had done no work 
for four months, because of pain in the right upper limb, when he 
came under my care. Physiotherapy and salicylates had not relieved 
him, but a course of vitamin B, (tablets of 3 mg.,°2 tablets t.d.s., 
p.c.) altered his outlook on life, and in a fortnight he was back 
asking to be signed off the panel. The cheapest but slowest form 
of treatment is to use tablets of dried yeast, 4 or 5 gr. Quicker, but 
more expensive, are the tab. “* benerva ” (Roche), 3 mg. for oral 
use, 2 tablets t.d.s., p.c. Most rapid and most expensive are injec- 
tions of “ benerva,” ampoules of 25 mg., an ampoule once a week. 
This is not “ blunderbuss” prescribing but diagnosis by a thera- 
peutic test, and quite justifiable. 


Dr. Leonarp S. WILLox (Dumbarton) writes: The symptoms com- 
plained of by the four patients mentioned are suggestive to me of 
those that are sometimes found in cases of aluminium poisoning in 
persons susceptible to the absorption of small doses of aluminium. 
If the patients are using aluminium cooking utensils or consuming 
food or drink from any aluminium vessels I suggest that for a 
fortnight all medical treatment should be stopped, and that the use 
of aluminium utensils should be entirely abolished. A fortnight will 
give time to see whether improvement is being made. 


Filaria Worm in the Eye 
Dr. F. J. Darsysnire (Ilford) writes: With reference to recent 
correspondence about the occurrence and removal of adult Filaria 
loa from the subconjunctiva, I enclose a letter from Dr. T. B. 
McAleer, whom I asked to record his experiences in the Niger delta. 
The adult female filaria which I removed from his right eye was 
easily seen squirming in the subconjunctiva to the outer side of the 
‘lower fornix. The eye was cocainized, a piece of conjunctiva picked 
up gently near the worm and cut by sharp-pointed scissors. The 
worm obligingly presented in the wound and was withdrawn by 
forceps. Dr. McAleer’s method introduces very little trauma, and, 
he tells me, was always successful. 


Dr. T. B. McAveer (Hornchurch) writes: During some years spent 
in the Niger delta I saw numerous cases of filaria Loa loa and 
removed quite a number of the adult worms from eyes. The 
technique was simple. The eye was cocainized and the conjunctiva 
was picked up in small forceps at a point over or near to the worm 
and, with a small sharp scalpel, an incision was made, about 1/8 in, 
long, in. the membrane. A small hook was then inserted through 
the opening in the conjunctiva and the worm removed with com- 
parative ease. No sutures were used, and the only antiseptic 
measure taken was frequent lavage with boric solution before and 
after the operation. Incidentally I myself have Loa loa infection and 
have had an adult worm removed from my eye in this country by 
Dr. F. J. Darbyshire of Ilford. 


Hand and Finger Lesions 

Dr. F. R. W. K. ALLEN (Ernakulam, South India) writes: I agree 
with all that Surg. Commander J. B. Oldham (Dec. 12, 1942, p. 706) 
says. The principles of the surgery of the hand and fingers are fully 
explained in Surgery of the Hand, by Marc Iselin. (An English 
translation is now available.) Since following his methods my 
results have been excellent, whereas they were often disappointing 
previously. 

Casualties in Rough Country 

Lieut.-Col. D. G. Durr writes from Denbigh: An article in a 
current popular picture weekly shows what are presumably the latest 
Army methods of casualty recovery in rough country as practised in 
an advanced course of instruction: It is surely regrettable that the 
lessons of pre-war mountaineering experience have not yet been 
developed. Axis use of the sledge stretcher, as shown, for example, 
in a Swiss weekly medical journal of three years ago just sent me 
by the B.M.A. Library (Schweizer medizinische Wochenschrift, 12, 
40), must be by now very far ahead indeed. 


Keep it Short 

The first number of the newly named British Medical Journal, 
dated Jan. 3, 1857, had. the following notice to contributors which 
is worth reproducing in these hard times: 

“The Editor would feel glad if Members of the Association and 
others, would cooperate with him in establishing as a rule, that in 
future no paper for publication shall exceed two pages of the 
Journal in length. If the writers of long communications knew as 
well as the Editor does, that lengthy papers always deter the reader 
from commencing them, this great evil would never arise. Brevity 
is the soul of medical writing—still more than of wit.” 
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